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PREFACE 


The size and complexity of public health services in the Province of 
Ontario is indicated by the scope of this Report. To guard and improve 
the health of Ontario’s 414 million men, women and children is a job 
involving millions of dollars; it requires workable blending of voluntary 
effort and Government services. 


Health is everybody’s business. Responsibility for the health of our 
people cannot, and indeed should not, fall upon the 5,700 members of 
the Ontario Department of Health alone. Nevertheless the public at 
large have the right to expect intelligent leadership from the Depart- 
ment’s experienced and competent specialists. 


The leadership which Ontario enjoys in the matter of her health 
services is evidenced by the facts. 


For example, steps taken in the detection and control of tuberculosis 
in Ontario have brought the death rate down from 160 per hundred 
thousand in 1900 to 13 in 1951, lowest among all Canadian provinces. 


Almost all of the costs for treatment in sanatoria have been paid by 
Ontario since 1938. 


In 1951 the Ontario Government paid 89.7 of all sanatoria costs. 


_ Pasteurization of milk for Ontario cities, towns and other desig- 
nated municipalities was made compulsory in 1938. This law has been 
duplicated by only one other province in Canada. Virtually all milk sold 
in Ontario is safe for consumption, and this law has drastically reduced 
tuberculosis, typhoid and undulant fevers, and other diseases carried 
in milk. 

Immunization against smallpox, diphtheria, lockjaw and whooping 
cough was fostered by free distribution of the necessary biological products. 


Free medical services for Ontario residents on mother’s allowances, 
old age pensions, blind pensions and direct relief were provided by 
Ontario Government in 1935. 


The Report of the Ontario Health Survey Committee, to me, is a 
carefully prepared guide for the future activities of the Department of 
Health. The Report, conceived and executed in what is so clearly a spirit 
of public service, is just as valuable for its constructive criticisms as 
for its recommendations. The value of the report is illustrated by the 
fact that over half of the 94 recommendations are now being used and 
the remainder are under careful study. The Report most certainly pro- 
vides a basis for the formulation of Department of Health policy for 
many years to come. 


Of its many recommendations, one of those which, in my opinion 
is of prime importance, is the division of the Province of Ontario into 
seven districts, with complete medical services set up in each district. 


I am in full agreement with this principle, but feel strongly that we 
need as many as fifteen such districts. 


Capital grants to hospitals were first begun in Canada by the Ontario 
Government in 1947 to encourage hospital expansion. These building 
grants have aided in the development of a $160 million hospital construc- 
tion programme, (including hospitals now under construction or in ad- 
vanced planning stages) since 1947. 


Annual grants also made by the Government to hospitals for current 
maintenance will total $8.5 million in 1952-1953. This can be compared 
with $971,947 in 19380. 


A serious shortage of mental hospital beds was noted by the report. 
This was due to lack of planning and building which extended over many 
years. The deficiency is being made up as quickly as possible, with an 
increase of 1,720 beds since 1948—a further 1,960 beds before the end 
of 1953, and 1,500 in 1954, and a planned program for ensuing years. 


Psychiatric units in public general hospitals for treatment of early 
mental disorders are being encouraged. In November, 1951, the Province 
announced grants of $8,500 per bed, supplemented by the existing Federal 
grant of $1,500. 


These psychiatric units, by giving early treatment in the general 
hospitals, will enable many patients to return home instead of going 
to mental hospitals for treatment. All such units will be under the 
direction of certified specialists. 


Operation of such units has been hailed as the most forward step 
yet made in the mental health field. 


Similar grants have been authorized for hospitals where it is con- 
sidered necessary to provide 2 or 3 rooms for detention of mental patients 
prior to their admission to a mental hospital. These detention units are 
intended for more or less isolated communities where satisfactory accom- 
modation is not available for such cases. 


Thirty psychologists and more social workers have been engaged 
this year for the Ontario Mental Hospitals. Twenty-one physicians have 
been added to the staffs of Ontario Mental Hospitals for psychiatric 
training. This is in line with recommendations in the Report. On the 
preventive side, 15 of 31 mental health clinics recommended are now 
in operation. 


Since the Report was made two important steps have been taken 
to encourage the training of more nurses. Capital grants to assist in 
building nurses’ residences are available; a new school of nursing at 
University of Toronto is under construction. 


The Health Survey Committee is conducting a morbidity study based 
on hospitalization in Ontario during census year 1951. This involves 
a study of more than 650,000 cases in the 175 public general hospitals 
in Ontario. This survey is believed to be the largest of its kind under- 
taken on this continent, if not in the world. 


These few highlights, indicate, I think, that the Ontario Department 


of Health is expanding its many health services as much as materials, 
personnel and money permit. We are deeply indebted to the chairman 
and members of the Ontario Health Survey Committee and to all who 
assisted them. 


In the words of the report itself: “the public, which in the last 
analysis pays the bill and which stands to gain or lose by the efficiency 
of public health services, has the right of assurance that its best 
interests are being served in the vast and complex field of public 
health.” We in the government recognize this public right and our own 
duty to serve the public interest to the best of our ability. 


This Report was.originally published in three volumes. In view of 
its importance in the public interest it has been reprinted, three volumes 
in one book. A fourth volume is still in the course of compilation and 
will include a complete study of morbidity—the prevalence of disease 
in Ontario. (We hope to be able to supply this book to all medical services 
in Ontario as well as our sister provinces and our neighbours to the south.) 


This Health Survey Report is based on a detailed study of Ontario’s 
health facilities in existence during the basic year of 1948, but. takes in 
a great many advances since that time. 


I wish to pay tribute to the excellent work done by the Health Survey 
Cominittee under the chairmanship of Mr. George D. Davis; to the 
devoted effort of their sub-committees, and to the many qualified social 
workers and public health specialists who have so freely contributed 
their advice and technical knowedge. 


The fine work of this group of people has resulted in a health survey 
of great value to the people of the Province, not only at present, but in 
future years. On behalf of all our citizens their work is here gratefully 
acknowledged. 


ee ee 
Mackinnon Phillips, M.D., C.M., 


October 1, 1952. Minister of Health, 


Province of Ontario. 
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The Honourabie Mackinnon Phillips, M.D., C.M., 
Minister of Health for Ontario. 


Dear Sir: 


I have the honour to present the report of the Ontario Health Survey 
Committee. This committee was appointed by an Order-in-Council, ap- 
proved by His Honour the Lieutenant-Governor the ninth day of 
September, 1948. 


The Order-in-Council contains a provision that:— 
“The Committee enquire into and report to the Minister of, Health upon— 
(i) existing health, hospital and related facilities and services; 
(ii) such other matters as are pertinent to the subject; and 


(iii) a plan for the improvement, extension and establishment of such 
health, hospital and related services as will ensure the most effective 
development of health services.” 


In order to conduct a survey of the scope defined by these terms of 
reference, and after completion in November, 1948, of a pilot study in one 
region of the province, the Survey Committee recommended establishment 
of ten special committees, which were authorized by a second Order-in- 
Council dated the twenty-first day of April, 1949. Each special com- 
mittee was formed with a view to assisting in specific parts of the health 
Survey, and its membership therefore included men and women with 
specialized knowledge and experience, and with particular interest in 
the subjeets under consideration. The special committee members, who 
contributed generously of their time and energy that this survey might 
be as well informed as possible, are listed on pages 7 to 10, together 
with the organizations by whom they were nominated. 


Every effort was made to include all informed points of view, how- 
ever divergent, in the deliberations of these special committees; and 
representations were received from various groups and individuals who 
wished to put forward some special subject for consideration. 

The report has been prepared in twelve sections, four of which 
appear in this first volume, and the remainder in two succeeding volumes. 

It is a pleasure to acknowledge the assistance of all committee 
members, consultants, and members of the Survey staff, and the co- 
operation of the various departments of the Government of Ontario. 
The assistance of officials of the Department of Health is deserving 
of particular mention. 


Respectfully submitted, 


ea eee 


GEORGE D. DAVIS, 
Chairman, 
December 29, 1950. Ontario Health Survey Committee. 
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HOSPITAL FACILITIES AND SERVICES 
SUMMARY 


At the time of this survey there were 146 
public general hospitals in Ontario, 15 mental hos- 
pitals, 14 tuberculosis sanatoria, 10 hospitals for the 
chronically ill, two convalescent hospitals, 48 licensed 
private hospitals, and more than 500 unlicensed nurs- 
ing homes providing in-bed care. 


The public general, convalescent and 
private hospitals, those for the chronically ill and 
incurable, and infirmaries in schools, colleges and 
universities employed a full-time staff of 22, 414 at 
December 31, 1948, including 64 physicians and 
346 internes attached to staff. Adding the 3,677 
persons employed in Ontario mental hospitals and 
2, 239 in the tuberculosis sanatoria brings this up 
to 28, 330, without taking into account the numbers 
working in the more than 500 unlicensed nursing 
homes. 


In 1948 the public general, mental, chronic 
and convalescent hospitals and sanatoria provided a 
total of 13,530,395 days of care. Complete figures 
on licensed private hospitals and unlicensed nursing 
homes are unobtainable, as no adequate records 
are kept, but a conservative estimate by the comm- 
ittee would add at least another 890, 917 days of care, 
bringing the total over 14 million. And "days of 
hospital care", involving as it does a complex mult- 
itude of special procedures fitted to the particular 
needs of individual human beings, cannot treat patients 
as mere units on some sort of health production line. 


Some measure of the tremendous expans- 
ion in hospital business volume may be realized 
when it is shown that whereas there were 29, 572 
patients treated in the 53 public general hospitals 
existing in this province in 1900, there were 568, 823 
patients treated in Ontario's 146 public general 
hospitals in 1948. In 1900 only 1.8 per cent of all 
births in Ontario occurred in hospital, but by 1948 
this had climbed to 84, 31 per cent--807 hospital- 
born babies in 1900 as against 87, 827 in 1948. When 
the 4, 857 private hospital births and 2, 854 maternity 
home births are added to this, the total of births in 
some type of institution in Ontario in 1948 reaches 
95,538. This is 91.71 per cent of all births registered 
in the province during the year. Of an estimated 
total of 106,575 births in the province in 1949, there 
were 91,699 or 86.41 per cent reported from public 
general hospitals. No 1949 reports were available 
at the time of publication on births in private hospitals 
and maternity homes. 


Even the days of care figure is deceptive 
as a basis of comparing hospital activity today with 
that of half a century ago, because modern medical 
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and surgical techniques have so accelerated the rate 
of recovery that treatment for the same illness or 
injury today takes only a fraction of the number of 
days once required. A pneumonia case, for example 
in 1900 required from 28 to 33 days of hospitalization, 
while newly developed drugs have reduced hospital- 
ization for respiratory diseases, including pneumonia, 
to an average of 4.2 days in 1950. This speeding up 
of the healing process means in reality that hospitals 
are not merely giving seven or eight times the number 
of days of care provided in 1900, but they are treating 
nearly 20 times the number of patients. The population 
of the province over the same 50-year period has 
just about doubled, so it is clear that a greater health 
and hospital consciousness prevails todays. 


Providing this speedier treatment today 
inevitably costs hospitals a great deal more than did 
treatment for the same condition at the turn of the 
century. In 1900 the average cost to the hospital 
for one patient for one day was 76 cents. By 1948 
it had climbed to $7.55. Average cost per patient 
for the average stay in hospital was $20.10 in 1900, 
while it is now up to $75.35 per patient for a stay 
about one third as long. 


The size of hospital business in Ontario 
can be better appreciated when it is noted that 
total revenue of the 146 public general hospitals 
(including Red Cross Outposts) from all sources 
was $42, 271, 839 in1948 (1949 total revenue amount- 
ed to $47, 986, 883.86). Of this 78.58 per cent 
($33, 218,414) was paid by patients for their own 
care; 5.87 per cent ($2, 483, 187) was paid by mun - 
icipalities for the treatment of patients unable to 
pay their own way; and 9.2 per cent ($3, 887, 876) 
represents grants received from the provincial 
government for current use. In addition to what 
they paid for the maintenance of indigent patients, 
some municipalities gave a further 3. 69 per cent 
($1, 558, 926) to make up operating deficits incurred 
by 53 of our 146 public general hospitals in 1948. 
Seven municipally-owned hospitals received the 
bulk of this ($1, 294, 265), with the largest single 
payment ($637, 027) going to one large city hospital. 


The proportion of hospital income derived 
from private donations, bequests, etc., has been 
dwindling steadily through the years until in 1948 
it represents only 2.3 per cent ($971,062). This 
was once a substantial source of revenue, but although 
the dollar volume of such donations has nearly doubled 
in the last 20 years, the overall size of hospital 
operations has so increased (more than quadrupled) 
that donations are, percentagewise, less than half 
what they were even in the depression years of the 
1930's. ; 
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Hospital business is unlike other businesses 
Selling services to the public, in that the amount of 
service provided cannot be governed simply by the 
customer's ability to pay. Purchasing power is not 
the sole criterion, but rather individual human need. 
Hospitals, much as they need and benefit from many 
of the efficiency-boosting practices of modern bus- 
iness, must by their very nature operate under a 
different concept. The balance sheet of a hospital 
must include more than dollars and cents; it must 
add in the incalculable relief of human suffering. 


Hospitals are unlike other businessess 
too, in that they are able to attract to their boards 
of governors many responsible citizens who are 
willing to serve without remuneration. There are 
more than 1, 400 such hospital governors or trustees 
directing the public hospitals of this province today. 


Of the 232, 853 patients treated in the public 
wards of Ontario's public general hospitals in 1948 
(excluding Red Cross Outpost hospitals), 49,077 
were unable to pay for their own care. Of the 
2,581,531 public ward days of care in this period, 
42 per cent were given to indigent patients. Clearly 
then, the care of indigents constitutes a consider- 
able part of the average hospital's activity. It would 
appear that hospitals lose money in caring for indigent 
patients, in spite of municipal and provincial govern- 
ment grants for this specific purpose. Care of 
indigents is a factor contributing to hospital losses, 
even in 1948, a year of high employment levels and 
prosperity. 


In Toronto hospitals in 1948 there were 
13,124 indigent patients, who received 290, 631 
days of care. Of these, 8,924 came from the city 
of Toronto and a further 1,574 from the county of 
York. The Toronto group received 196, 291 days 
of care; those from York County 36,753. Payments 


from the provincial government and the municipal- 
ities to the nine Toronto hospitals on behalf of these 
patients ranged from $3.13 to $5.76 per patient 
day. Average cost to the hospitals per patient day 
was $7.29. (This does not represent the full ex- 
tent of the provincial government maintenance 
grant, as will be shown later in the report). 


As against this cost of $7.29 per patient 
day, the average payment was $4.39 in 1948. In 
contrast to this, the amount paid by non-indigents 
receiving similar treatment in the same public 
wards was $9.15 per patient day, including the 
charges for extra services. The question of revising 
grants for indigent patients is delt with in Chapter IL 


Excluding Red Cross Outpost hospitals, 
the Lockwood Clinic and Canadian Mothercraft 
Centre, Toronto, which are included in some tables 
and records under public general hospitals, Table 
Al offers a comparison of public general hospital 
income sources from 1928 to 1949. 


It is clear from these percentages that 
the nature of hospital income, as well as its vol- 
ume, has changed radically in the last 20 years. 
Today the patient pays a much higher proport- 
ion of the greatly increased total hospital rev- 
enue. Of the total income from patients in 1948 
($32, 829,171.78), private and semi-private patients 
paid 42.57 per cent; public ward patients 34.5 per 
cent; for indigents 10.55 per cent; outpatients 10.09 
per cent; and the nursery 2. 29 per cent. 


There have been significant increases, 
too, in recent years in the charges to patients for 
extra services over and above the accommodation 
and nursing care provided at each hospital's est- 
ablished daily rate. Total charges for extras levied 
by Ontario's 123 public general hospitals, not in- 
cluding Red Cross hospitals, in the years 1946-49 
are as follows: 


TABLE A2 


CHARGES TO PATIENTS FOR EXTRA SERVICES IN PUBLIC GENERAL HOSPITALS 


Total Revenue from Extras 


Private and : 


$3,665, 384.57 
4,681, 712.33 
5, 821, 189.77 


6, 753, 826. 64 





In 1949, private and semi-private patients 
in Ontario were charged nearly half again as much 
(48.12 per cent) as their room rate for extras. In 
1948 they had to pay 44.43 per cent extra, in 1947 
they were charged 41.4 per cent extra, and in 1946 
the charge for extras was 39.13 per cent. Charges 
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$2,100, 144. 75 $5, 765, 529. 32 


2, '788, 874. 72 


7, 460, 560. 05 


3,629, 312. 49 9, 450, 502. 26 


4, 253, 711.89 11, 007, 538.53 


for extras in the public ward amounted to 28.4 per 
cent in 1949; 27.75 per cent of regular bed rate 
charges in 1948; in 1947 extra charges for this group 
were 29.05 per cent; and in 1946 they amounted to 
25.35 per cent of what the hospital bill would have 
been at the regular daily rate. 


TABLE A3 


CHARGES FOR EXTRA SERVICES IN PUBLIC GENERAL HOSPITALS OF ONTARIO IN 1949 


Private and 
Semi-Private 
$1, 649, 849. 
478, 273. 
1, 293, 060. 
1, 793, 286. 
961, 442. 
151, 431. 
39, 828. 
255, 458. 
94, 313. 
grome 30) BOL, SOyy yey 881.3 


Service 


Operating Rooms 
Delivery Rooms 
Laboratory 
Dispensary 
Radiology 


Dressings 

Telephones 

Special Nurses' Board 
Physiotherapy 
eeROry ee fe | 





$971, 471. 
256, 189. 
801, 246. 

1, 311, 808. 
733, 260. 

84, 632. 
4, 482. 
27, 141. 
50, 882. 
acon eanbha SOG) TON "yee tt 


$2, 621, 321. 48 
734, 463.27 
2, 094, 306. 80 
3, 105, 095. 37 
1, 694, 703.05 
236, 063. 82 
44,310.40 
282, 600. 11 
145, 196. e 
49. eae CA TERT SiS 


$6, 753, 826. 64 $4, 253, 711.89 $11, 007, 538. 53 


Table A3 illustrates how the $11, 007, 538.53 
total for extras was made up in 1949. 


Charges to private and semi-private 
patients in Toronto hospitals for extra services 
amounted to 51. 04 per cent of total room revenue 
from this group of patients in 1949; they were 44.3 
per cent in 1948; they were 43.33 per cent of it 
in 1947, and 37.5 per cent in 1946. 


Heaviest extra charges to patients in 
Toronto hospitals in 1949 were for use of the oper- 
ating room ($870, 611, 23), followed by the dispensary 
Services ($716, 331. 24); laboratory ($585, 381. 72); 
and the radiolgy department ($380, 441.89). Private 


and semi-private patients in Toronto hospitals that 
year paid $23, 192.08 for telephone service in their 
rooms--more than the same group of patients paid 
for physiotherapy ($21, 739.76), radiotherapy 
($10, 696.25), or dressings ($9, 414.98). Another 
high point on the bills to private and semi-private 
patients is a total of $118,575.61 for special nurses! 
board. Total extras for this group of patients in 
1949 amounted to $1, 900, 170. 68; for public ward 
patients it was $1, 044, 125.94--a grand total of 
$3, 034, 296. 62. 


Calculated on a cost-per-patient-day 
basis, per diem and extra service charges to private 
and semi-private patients in Toronto hospitals 
average out like this: 


TABLE A4 
AVERAGE PER DIEM CHARGES TO PRIVATE AND SEMI-PRIVATE PATIENTS IN TORONTO 


Per Diem 


Room 
Revenue 


Extra 
Services 





The same calculation for public ward 
patients, including indigents, shows the following 


breakdown between maintenance revenue and charges 
for extras: 


TABLE Ad 
AVERAGE PER DIEM CHARGES TO PUBLIC WARD PATIENTS IN TORONTO 


Per Diem 
Room 
Revenue 





Average 
Per Diem 


It is only fair, of course, to point out 
that hospitals, like all other business in recent years, 
have been caught in the spiral of rising costs. Sal- 
aries, wages and food constitute major groups of 


expenditure; and just what has happened over the 
years in these classifications is shown graphically 


by the following table: 


TABLE A6 


PUBLIC GENERAL HOSPITAL OPERATING COSTS IN ONTARIO, 1900 - 1949 


(a) (b) 
Number of Total 
Hospitals Operating Cost 


549, 063. 26 $ 
10, 937, 237.21 
10, 624, 823. 20 
12, 740, 420. 34 
*22, 484, 438.05 
39, 825, 207. 66 
45, 770, 460. 39 
Note: (a) Public general hospitals, including Red 


Cross Outposts, Lockwood Clinic and 
Mother craft. 


Introduction of the eight-hour day for 
nurses in 1943 brought about a significant increase 
in operating expenses. 


Another important hospital cost item is 
drugs and medical supplies. in 1900 this totalled 
$44,604.77, or 6.73 per cent of total operating 
cost. By 1946 drugs and medical supplies had 
reached $2, 653, 884.83 (9.5 per cent), in 1948 they 
totalled $4, 142, 568.13 (10.4 per cent), and by 1949 
they had reached $4, 808, 768.97 (10.51 per cent of 
total operating cost). 


It is clear that there is great need for 
the most astute buying practice on the part of each 
hospital and for the best possible system of stock 
control. An effort is now being made to introduce 
a standardized inventory control method into all 
public general hospitals in Ontario, but many are 
still operating some departments in an inefficient 
and inadequate manner. 


Another point at which standardization 
would help te boost hospital efficiency and economy 
is in the use of a single type of claim form for the 
assignment of hospital charges to the various com- 
panies and associations selling hospitalization 
insurance in the province. At present each one of 
the dozens of such insurance organizations requires 
a different form, causing confusion and loss of time 
in hospital offices, and resulting in many hospitals 
leaving the filing of claim up to the individual except 
in the case of the Blue Cross Plan for Hospital Care 
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4, 389,918.79 
4,549, 526.50 
6,014, 332.14 
11,651, 176.56 


21,591, 377.61 





25, 288, 617. 82 


Salaries 
and Wages 


127, 166. 89 : $ 


195, 878. 
2,539, 979. 
1, 887, 816. 
2,540, 391. 
4,006, 401. 
6, 705, 582. 
7, 259, 092. 


(b) Excluding depreciation on buildings and 
equipment. 


and a few of the more popular commercial plans. 
This means that a substantial number of fully or 
partially insured patients are lumped together’ with 
cash payees in hospital reports to the provincial 
Department of Health, and consequently no accurate 
measure can be made of the extent to which hos- 
pitalization insurance pays the hospital bills of 
Ontario patients. 


Table A7 gives all the information obtain- 
able from the government records on this point for 
1948. It indicates that 21.4 per cent of all Ontario 
public general hospital patients (not including Red 
Cross Outposts or Canadian Mothercraft Centre) 
that year were Blue Cross participants, and that 
a further 7.5 per cent were municipal indigents; 
but beyond this there were 71.1 per cent lumped very 
loosely into "self pay" and "all others" groups. 
The self-pay would include a substantial number 
of patients who are covered by one or another of 
the many commercial or non-profit insurance plans 
in operation in the province; and "all others" in- 
cludes indigent patients from the unorganized terr- 
itories, Workmen's Compensation, cases looked 
after by service clubs and fraternal organizations, 
and several other groups. 


Figures reported to the Survey Comm- 
ittee by the Blue Cross Plan itself for this same 
period differ somewhat from the hospitals’ reports 
to the Ontario Department of Health. They indicate 
that there were 126,727 Blue Cross patients in the 
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TABLE A8 


METHODS OF PAYMENT IN TORONTO HOSPITALS, 1948 


(by patients not residing in York county) 


Number of Number of 


Self Pay 

Blue Cross 

Hospital Co-operative 
Insurance 


Workmen's Compensation 
Municipal Indigents 
Provincial Indigents 
Federal Government Group 
Service Clubs 

Others 





hospitals of Ontario in 1948, and that accounts paid 
on their behalf covered 979, '754 days of patient care. 
These totals are considerably higher than Ontario 
Department of Health reports on public general 
hospitals because Blue Cross includes payment to 
some private hospitals and nursing homes with 
which they have entered into a cooperating arrange- 
ment, as well as a limited number of days' care 
on behalf of patients in tuberculosis sanatoria and 
mental hospitals. The difference is further enhanced 
by the inclusion of a relatively small number of 
payments by the Ontario Blue Cross Plan on behalf 
of subscribers who were taken ill while away from 
‘home in another province or in the United States. 


The above Blue Cross totals for 1948 
also include some coverage for emergency cases 
treated as out-patients. It is estimated that between 
eight and nine per cent of total accounts paid in 
1948 would be for such cases. 


It might be noted that of the 126, 727 
Blue Cross accounts paid in 1948, there were 36, 274 
(28.7 per cent) paid to Toronto hospitals; and of the 
total days of care involved, 301, 834 (30.8 per cent) 
were given in Toronto hospitals. 


Table A8 gives some indication of the 
further breakdown that might be made to show how 
methods of payment are distributed. This sample 
is an analysis of the hospital records of 12, 934 
patients from outside York county who were treated 
in Toronto public general hospitals in 1948. 


Recommendations are made elsewhere 
in this report with respect to the keeping of more 
adequate records on the treatment of out-patients. 
Information obtainable is incomplete and lacking 
in uniformity. In the majority of hospitals, revenue 
from all out-patients--clinic, emergency department, 
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and services to private patients--is lumped together. 
These totals for all public general hospitals in the 
province are as follows for the four years shown: 


1946 - $1, 893, 338.51 
1947 - $2,524, 861. 70 
1948 - $2, 921, 270. 09 
1949 - $3, 184, 686. 20 


One of the most frequent out-patient 
services, particularly to private patients, is supplied 
by the radiology departments. There appears to be 
considerable dissatisfaction and confusion in the 
variety of arrangements made by hospitals in this 
province for the remuneration of radiologists. These 
involve salaries and .commissions which range as 
high as 60 per cent of the entire department's gross 
revenue. Details of these unusual arrangements 
are given elsewhere in this report. 


It can be seen from this very brief re- 
view of the hospital picture in Ontario at the time 
of this survey that it is a highly complex and demand- 
ing business. Obviously the heavy expenditures 
involved in adding 10, 429 new public general hospital 
beds to the province's 1948 total of 15, 212 will require 
careful consideration; yet this number is shown later 
in the report to be a realistic estimate of what will 
be needed by 1954 in the light of current hospitalization 
trends. This 10, 429 total does not include replace- 
ment of 4,619 existing beds now considered obsolete. 


And the expense does not stop with erecting 
the necessary hospital buildings and buying equipment. 
There is already, as is demonstrated in the section 
on nursing care, an acute shortage of trained nursing 
personnel. A 68.5 per cent increase in hospital beds 
will intensify the demand for nurses and nursing 
assistants, as well as for physicians and all other 
health workers. Capital expenditures involved will 
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include the erection of adequate living accommodation 
and teaching facilities for nurses and students at 
those hospitals operating schools of nursing. 


This should make it clear that the pro- 
vision of more adequate hospital facilities to minister 
to the health needs of Ontario is not something to be 
undertaken lightly--nor is it something which can 
be left undone. Ontario needs more hospital beds 
and improvement in the buildings housing some 
existing beds, and it needs these new facilities 
properly distributed across the province with due 
regard to the varying requirements of different 
regions and to their respective abilities to finance 
them. 


To study, administer and control the 
operation and expansion of Ontario's hospital fac- 
ilities is an important, full-time job, in the opinion 
of the Survey Committee, and it is one that should 
well repay investment in a Hospital Commission. 
A recommendation to this effect is made in Chapter 
I of this report. 


In its analysis of present hospital fac- 
ilities and future hospital needs of Ontario, the 
Survey Committee found the plan of dividing the 
province into seven hospital regions (see Map Al) 
a great aid to efficiency and accuracy. This basic 
plan was developed as a result of extensive studies 
of all conditions having any bearing on hospitaliz- 
ation. Geography and transportation facilities 
were considered, the character and distribution 
of population, trading areas and other pre-deter- 
mined divisions, educational facilities available 
for the training of medical and other health per- 
sonnel, etc. --all these were weighed in the balance 
with the existing patterns of hospitalization as 
revealed by studying the flow of patients to major 
hospitals in the province. The resulting regional 
division has already received commendation from 
persons dealing with health matters on a province- 


wide basis, and the Survey Committee has used 
these divisions throughout its report. 


In studying the flow of patients into 
various hospitals in the province it was discovered 
that a substantial number of patients come from 
Quebec province for treatment in Ontario. Thirteen 
general hospitals in the eastern and north-eastern 
part of this province treated 4, 727 Quebec patients 
in 1948. In one city one hospital reported 20.05 
per cent of its total admissions to be from Quebec, 
and the general average among its three hospitals 
was 10.58 per cent. In the case of two other hospitals, 
more than a quarter of all patients admitted were 
from Quebec province. 


This, then, in general terms, is repres- 
entative of the ground covered by the hospital fac- 
ilities section of the Ontario Health Survey Committee 
report. All discussion and the recommendations 
arising therefrom are based on firsthand experience 
of committee field staff in each of the province's 
hospitals, on numerous interviews and conferences 
with experienced hospital administrators, nursing 
superintendents, physicians, and hospital trustees 
from all parts of Ontario; and on exhaustive studies 
of the records maintained by the Ontario Department 
of Health. 


It may be noted that no effort has been made 
here to republish the extensive statistical data on 
hospitals prepared annually in booklet form by the 
Hospitals Division, Ontario Department of Health. 
These are an excellent source of information in 
volume far out of proportion to the limited staff 
and equipment available in the department for this 
work. It would seem unnecessarily costly to repeat 
what has already been done. Instead, the Survey 
Committee has gone on to supplement these facts 
with others and with others and with practical ex- 
perience, and to assemble material from all sources 
into as complete a picture as possible of hospital 
service in the province. 


RECOMMENDATIONS 


The committee recommends, - 


1- Construction of (Chapter VI), - 

(a) 10,429 additional general hospital 
beds by 1954 (inclusive of the 4, 704 
planned or under construction as of 
December 31, 1948) of which 2, 336 
should be in Toronto Metropolitan 
area--replacement of 4,619 obsolete 
beds, (731 in Toronto) is also needed; 


(b) 5, 138 convalescent and chronic beds 
by 1954; of which 1, 788 should be 
located in the Toronto Metropolitan 
area; 


(c) hospital construction should not be 
undertaken in any community until 
study of local conditions has established 
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the need for additional accommodation, 
the availability of medical and nursing 
personnel, and the means for financing 
and maintaining such accommodation; 


2- Extension of the federal and provincial 
capital grants to include a substantial part 
of the cost of, - 


(a) nurses' residence (Chapter IV and 
section on nursing care), 


(b) heating plants, dietary services, 
laboratories, x-ray departments, 
occupational and physical therapy 
departments, and related services 
(Chapter IV), 

(c) renovation or replacement of obsolete 
accommodation and facilities. (Chapter 
Iv); 
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3- Revision of the provincial maintenance of the many existing fire hazards (Chapter 


grants in order to provide for a more equit- IV); 

able distribution of these grants to hospitals 

(Chapter II); 9- Provision of laboratory and x-ray services 

to residents of all parts of the province of 

4. Payment of a special provincial and muni- Ontario on a regional basis and at reasonable 

cipal grant for out-patient services, if and cost (Chapter VIII); 

when adequate out-patient records are kept 

by hospitals (Chapter XI); 10- That measures be taken to ensure that pat- 


ients in public general hospitals are not 
being overcharged for extra services, in 


d- Establishment of a Hospital Commission 
; view of the rapidly mounting revenues re- 


with powers affecting the following matters 


(Chapter J), - ported from this source (Summary); 
(a) the distribution of federal and prov- 11- Provision of safe, segregated sections for 
incial grants to hospitals, the treatment of communicable diseases 


in public general hospitals where feasible; 
(b) applications to build new hospital 


accommodation, 12- That the Department of Health of Ontario 
enforce the existing regulations covering 
(c) inspection of hospitals in every re- the medical record of every patient ad- 
spect, including the arrangements for mitted (Chapter IV); 
treatment, buildings, Services, admini- 
stration, and accounting. 13- That the provincial government require 
more prompt and accurate reporting by 
(d) establishment of a procedure to pro- hospitals to the Ontario Department of 
ide for the arbitration of any issues Health and where necessary implement 
arising out of the administration of the existing regulations which provide for 
individual hospitals, the enforcement of such réporting (Summary); 
(e) maintaining studies and research into 14- A more complete and accurate record of 
all matters relating to the improvement methods of payment to hospitals and stand- 
and extension of hospital facilities; ardization of the assignment forms required 


by insurance companies (Summary); 
6- Division of the province into hospital regions 


(Summary) and the establishment of regional 15- That a set of by-laws covering all phases 
boards (Chapter I) to which would be delgated of activity of the medical staff be evolved 
some of the functions described in recommen- and it is suggested that these by-laws be 
dation No. 5; evolved by the collaboration of the Depart- 


ment of Health of Ontario, the Ontario 
Medical Association, the College of Phys- 
icians and Surgeons of Ontario and the 
Ontario Hospital Association; 


7- Measures to provide training for additional 
hospital personnel to meet the following 
shortages existing at the time of this survey 


Chapter VIII), i.e. - 
hap heed 16- That in hospitals for the chronically ill, 


the standards of nursing and medical care 


22 pathologists be improved and the facilities and service 
25 radiologists offered patients be improved and extended; 
99 laboratory technicians 
209 radiographers 17- That sufficient staff and modern mechan- 
35 laboratory-radiographer technicians ized equipment be provided in the Public 
176 dietitians Hospitals Division of the Ontario Depart- 
91 pharmacists ment of Health to enable the division to 
94 physiotherapists cope with the rapidly increasing volume 
36 occupational therapists of hospital recording and other matters 
52 combined occupational- physiotherapists entrusted to the division. (The numerical 
128 medical record librarians; strength of the division is the same today 
as it was in 1934, notwithstanding the tre- 
8- Inspection of all hospitals by competent mendously increased volume of hospital 
fire-prevention officials and elimination activity). 
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CHAPTER 1 
HOSPITAL ADMINISTRATION IN ONTARIO 


The Survey Committee has discussed 
the question of whether the administrative organ- 
ization of hospitals, under existing hospital leg- 
islation, is adequate, and concludes that some ex- 
pansion and reorganization are needed to cope with 
the rapidly growing volume of hospital activities. 


Existing Organization 


The services to be administered com- 
prise those which are provided by (a) public hospitals 
and (b) private hospitals. 


(a) Public Hospitals 


These are hospitals which have been 
approved under the Public Hospitals Act, R.S.O. 
1937, Chapter 390, and are the hospitals referred 
to colloquially as "general hospitals" and the con- 
valescent and chronic hospitals. 


A list of these hospitals is contained in 
the regulations under the Public Hospitals Act, 
and is reproduced in Chapter III of this report. 


On December 31, 1948, there were 158 
hospitals in use in the province as follows, - 


Public general hospitals 123* 
Red Cross Outposts 23 
Chronic and incurable hospitals 10 
Convalescent hospitals 2 
Total 158 


These hospitals are grouped in seven 
groups lettered A, B, C, etc. as explained in Chapter 
II. This grouping is used in determining the amount 
of the annual maintenance grant from the government 
under the Hospitals Aid Act, as explainedin Chapter 
Il. For example, a hospital in group "A" receives a 
higher grant than a hospital in one of the other 
groups, and so on. 


Each hospital is a separate legal, fin- 
ancial and administrative unit. 


The ownership of the hospitals may be 
summarized as follows, - 


As of December 31, 1948, the public 
general hospitals were operating 15, 212 beds (ex- 
cluding bassinettes and excluding the convalescent 
and chronic hospitals). Voluntary associations 
owned 42.49 per cent of the beds. Religious orders 
owned 31.34 per cent and municipalities owned 
23.84 per cent. The Canadian Red Cross Society 
owned 1.80 per cent, and other types of ownership 
accounted for the remaining .53 per cent of beds. 
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With respect to isolation and chronically 
ill and convalescent hospitals, ownership was: vol- 
untary associations 37.79 per cent, religious orders 
32.01 per cent, and municipalities 30.20 per cent. 


* This treats Wellesley Hospital as a part of 
Toronto General, and excludes Canadian 
Mothercraft Centre. 


The financing of a public hospital pro- 
ceeds upon the following basis. The administrative 
authority in charge of the hospital (corporation, 
municipality, religious order, a ) collects monies 
for maintenance from, -- 


(a) patients who can pay, 
(b) municipal statutory grants, 
(c) provincial statutory grants, 


(d) such voluntary gifts or bequests as 
it may receive from the public, 
municipalities, etc. 


Each hospital authority has the power and 
the duty to operate, maintain, and administer the 
hospital, The hospital authority appoints the medical 
staff, employs and pays the nursing and administrative 
staff, provides the buildings, services and equipment, 
enacts by-laws for the management of the hospital, 
and in general does all things necessary for the 
functioning of the hospital. 


The only supervision or control which is 
exercised from outside the hospital is that which is 
vested in the Minister of Health and his officials 
by the Public Hospitals Act and the regulations. 


The power of the Minister of Health and 
his department may be summarized as follows: 


(i) to adminster the capital grant 
for the building of new hospitals 
or the enlargement of an existing 
hospital; 


to administer the annual main- 
tenance grant for public ward 
patients; , 


(ii) 


(iii) to recommend to the Lieutenant- 
Governor-in-Council the approval 
or otherwise of a hospital asa 
public hospital (Public Hospital 
Act, section 3); 


(iv) to recommend to the Lieutenant- 
Governor in Council regulations 


dealing with a wide range of sub- 
jects, such as classification, 
inspection, treatment of patients, 
records, audits, etc. (Public 
Hospitals Act, section 4); 


(v) the appointment of inspectors 
(Public Hospitals Act, section 6). 


(b) Private Hospitals 


These institutions are governed by the 
Private Hospitals Act, R.S.O. 1937, Chapter 391, 
and the regulations. Private hospitals differ from 
public hospitals in that a private hospital is not 
entitled by statute to any financial assistance from 
either the province or from municipalities. The 
private hospital is usually operated by its proprietor 
for gain. 


The term "private hospital" is defined 
in clause (h) of section 1 of the Act, and in a general 
way it means a house in which four or more patients 
are accommodated. 


A private hospital requires a license from 
the Minister of Health. 


As noted elsewhere in this report, there 
are many institutions operating in Ontario without 
a license. 


Under the Act and the regulations, the 
Minister has wide powers over every aspect of the 
functioning of a private hospital. 


The Minister, with the approval of the 
Lieutenant-Governor-in-Council, may designate 
inspectors (Private Hospitals Act, section 4). 


Deficiencies in the Existing Organization 


From the foregoing description, it will 
be seen that the only outside control that is exer- 
cised over public and private hospitals is that which 
is vested in the Minister of Health and his officials. 


From the number and distribution of the hospitals, 
it is obvious that a central organization is necessary 
in order to exercise proper control and supervision. 
The control to be exercised includes on the one hand, 
control over financial and administrative matters, 
and on the other hand, control over professional, 
matters relating to the care and treatment of patients. 
It follows, therefore, that the central organization 
must include a staff which is adequate in number and 
includes some officials with medical qualifications 
and some with administrative and financial qualifi- 
cations. 


In the opinion of the committee, the‘exist- 
ing organization in the Department of Health is too 
limited in personnel and equipment to discharge 
these duties adequately. 


This is exemplified by the fact that the. 


Survey Committee has found that 587 institutions, 


29 


containing 4,057 beds, are operating without any 
form of approval, license or inspection, except in 
some instances where the institution has been approved 
by the local medical officer of health under the 
Maternity Boarding Houses Act. 


In the present organization there is only 
one medical inspector for public hospitals and only 
one medical inspector for private hospitals. The 
Survey Committee is of the opinion that this is not 
a sufficient staff to exercise adequate supervision 
over the professional activities conducted by hos- 
pitals. It is the Committee's further opinion that 
the mere employment of additional inspectors would 
not answer the needs. Recommendations in this 
respect are contained in the concluding paragraphs 
of this part of the report. 


It is doubtful, in fact, whether in practice 
the existing system provides for enough supervision 
or control over the professional aspects of hospital 
administration relating: to the care and treatment 
of patients. Each hospital acts as an independent 
unit, appointing its own medical staff. A member 
of the medical staff may be removed by the hospital 
board only upon the recOmm endation or with the 
consent of a committee of the medical staff (Public 
Hospitals Act, regulation 8). 


There is some doubt in the minds of the 
committee whether the existing system would bring 
to light weaknesses and deficiencies in the provision 
for the care and treatment of patients in some hos- 
pitals. It is also doubtful whether the organization.of 
the medical staff in some hospitals is constituted so 
as to take remedial action to overcome any weaknesses 
or deficiencies which may exist. 


It is necessary that some central authority 
should determine the location of new hospitals and the 
extension of existing hospitals. New accommodation 
should be provided where the need is greatest, and 
there should be no unnecessary duplication or over- 
lapping in service provided by two or more hospitals 
operating in the same locality. 


Plan for Improved Organization 


There are two elements involved in the 
organization plan recommended by the committee 
which may be designated as (a) the central organ- 
ization and (b) the regional organization. 


(a) Central Organization 


This involves a decision between two 
alternative types of central organization. The first 
alternative is to continue the present system of 
administration. The other alternative is to establish 
a separate commission or board. 


There are advantages in administration 
by a commission. The committee points out at least 
two advantages. 


First, a commission would be comprised 
of members representing the public, the medical 


profession and the hospitals. It is reasonable to 
suppose that doctors and hospitals would accept 
more readily measures of control imposed by a 
commission upon which they were represented. 


Second, a commission could deal with 
hospital matters in an objective and impartial manner. 
In this connection it should be noted that in many 
localities there are two or more hospitals serving 
the same population. An element of competition 
is a natural development in this situation. The 
spirit of competition may impart a zeal for un- 
necessary expansion or for unnecessary duplication 
of services. This may lead to exertion of influence 
or pressure in order to secure approval and grants. 
A commission should be able to deal with such appli- 
cations in an objective way. 


Constitution of Hospital Commission 


The committee recommends that a hospital 
commission of at least three members be appointed 
by the Ontario Government. The members of the 
commission would doubtless spend a large part of 
their time on the affairs of the commission and 
should be compensated accordingly. 


The commission should have power to 
appoint a medical advisory board and any other 
advisory assistance deemed essential. 


The commission should have authority 
to employ and pay the necessary staff. 


Functions of Hospital Commission 
The hospital commission would exercise 


some of the powers now vested in the Minister of 
Health and described earlier in this chapter. In 
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the exercise of these powers, the commission would 
be responsible to the Minister of Health, and through 
him to the Legislature of Ontario. 


The hospital commission should be 
assisted by recommendations from regional boards 
respecting such matters as additions to existing 
hospitals, construction of new hospitals, etc. 


In connection with decisions relating to 
the medical staff, the hospital commission should 
be guided by the advice of its medical advisory board. 


Regional Administration 


The committee recommends the establish- 
ment of a regional board in each hospital region of 
the province. Map Al shows the division of the pro- 
vince into the seven hospital regions used during the 
survey. 


The regional hospital board should be so 
constituted as to provide representation for the hos- 
pitals, the medical profession and the municipal- 
ities (counties, cities and separated towns) within 
the region. 


The regional hospital board should be 
assisted by a regional medical advisory board nom- 
inated by the Ontario Medical Association or some 
other medical body competent to speak for the med- 
ical practitioners in the region. 


The regional board would be respons- 
ible for making recommendations to the hospital 
commission on the allocation of the capital con- 
struction grants, the distribution of provincial main- 
tenance grants, the elimination of unnecessary or 
duplicating services, maintenance of proper stand- 
ards of care and treatment of patients, etc. 


CHAPTER II 


PROVINCIAL GOVERNMENT MAINTENANCE GRANTS TO 
PUBLIC HOSPITALS 


Source of Provincial Grant Monies 


Until the year 1948, provincial grants 
for public hospitals were paid out of the consolidated 
revenue fund. In other words, there was no special 
tax for hospitals and the grants were paid out of the 
general revenues of the province. 


In 1948, when the Dominion Government 
abandoned the collection of an amusement tax, the 
Province of Ontario stepped into this field. An Act 
was passed entitled The Hospital Tax Act, 1948 
(Statutes of Ontario, 1948, Chapter 41). This Act 
established a provincial amusement tax which was 
to be paid into a special fund for public hospitals 
(section 4). 


At the same time, an Act was passed 
called the Hospitals Aid Act, 1948, (Statutes of 
Ontario, 1948, Chapter 40). This Act provided 
for a "hospital aid fund" into which would be paid 
monies appropriated by the legislature and the monies 
collected under the Hospital Tax Act. The capital 
and maintenance grants would be paid out of this 
fund. 


This arrangement was altered in the 
year 1950. The Hospitals Aid Act was repealed 
and most of its provisions re-enacted under the 
Public Hospitals Act (see the Public Hospitals Amend- 
ment Act, 1950, Chapter 62). 


At the same time the provision for the 
special "hospital aid fund" was repealed (The Hos- 
pital Tax Amendment Act, 1950, Chapter 27, sec- 
tion 4). 


Briefly, the situation now is that monies 
collected under the Hospital Tax Act are paid into 
the consolidated revenue fund and any grants to 
hospitals are paid out of this fund. 


Present System of Distributing Grants 


The present system of hospital maintenance 
grants was introduced in 1943 and applied to all hosp- 
itals in 1947. It supplanted a plan in which a payment 
was made on a patient-day basis with respect to: 


(a) municipal indigents 
(b) self-pay public ward patients who 
paid a rate not in excess of the 


statutory municipal rate. 


Adoption of the present system introduced 
the principle that some measure of assistance should 


be extended to public ward patients who pay a rate 
in excess of the statutory municipal rate for indi- 
gents. 


The existing system pays grants on the 
basis of the government-recognized public ward bed 
capacity in relation to the government-recognized 
bed capacity of the entire hospital. It was the in- 
tention of the formula adopted in 1947 to make pro- 
vision for adjusting this figure to the actual occupancy 
level in the public ward as reported by the hospital 
to the government. 


Under the Public Hospitals Act there are 
Seven groups--"A" to "G"--and each public hospital 
in the province is placed in one or another of these 
groups. Maximum per diem grants were set by the 
government for each hospital group. These arbitrary 
limits, which interfere with the functioning of the 
formula in practice, are as follows: 


Group "A" - $1.00 (These are the basic max- 
Group "B" -  .75 imum limits as originally 
Group "C"-  .60 established. As of April 1, 
Group "D" - .60 1948, they were increased 
Group "E" - .60 to 235 per cent in an effort 
Group "F" - .64 to meet rising hospital 
Group "G" - .60 costs). 


In the case of Group "A" hospitals, which 
are those hospitals officially qualified to provide 
instruction to medical students, the maximum per 
diem grant set forth in the above table is also the 
minimum payment which they can receive. In all 
other groups, payments may range below the max- 
imum depending upon the occupancy and public ward 
total bed percentages. 


This grouping of hospitals was established 
in 1943 on the basis of a cost study conducted at that 
time. This study reported the per diem cost of 
public ward patient care as follows: 


Group "A" - $4.43 
Group "B" - 3.84 
Group "C"- 3.40 
Group "D" - 3.40 
Group "E" - 2.94 
Group "F" - 2.30 
Group "G" - 2.23 


In practice, the amounts set by statute 
as a minimum payment in 1943 by each municipality 
for its indigent patients are deducted from the above 
per diem cost figure, and the grant formula is 
applied to the remainder. This statutory minimum 
per diem municipal indigent payment is set forth 


31 


here, together with the remainder after its deduction 
from the above cost figures: 


Statutory Municipal Remainder After 
Per Diem Indigent Deduction From 
Payment (1943) 1943 Per Diem 


Cost Figure 


Group "A" $2.25 $2.18 
Group "B" 2.25 1,59 
Group "C" 2.25 1.15 
Group "D" 2.25 1.15 
Group "E" 1.50 1.44 
Group "F" 1.50 . 80 
Group "G" 1.50 73 


The above table shows the 1943 municipal 
grants, upon which this formula calculation is based. 
In actual practice the municipal grants were increased 
in 1948 and again for the year 1951. These new 
municipal grant rates are set forth here, although 
it is the 1943 rate that remains as a part of the 
provincial grant formula. 


Statutory Municipal 
Per Diem Indigent 
Grant for 1948 


Statutory Municipal 
Per Diem Indigent 


Group "A" $3.00 $4.00 
Group "B" 2.50 3.50 
Group "C" 2.295 3.00 
Group "D" 2.25 3. 00 
Group "E" 2.25 2.50 
Group "F" 2.29 2.50 
Group "G" 2.25 2.50 


Example of Grant Formula Applied 


The following figures are for a typical 
Class "C" hospital in the year 1949: 


Total government-rated bed capacity - 54 beds. 
Number of government- recognized public ward 
beds - 26 beds. 

Percentage occupancy of public ward beds - 
97.1 per cent. 

Percentage of public ward to total beds - 48.1 
per cent. 

Per diem cost, Class "C" hospitals 


(1943 basis) - $3.40 

Less municipal payment for indigents 

per diem --- 2.20 
Remainder --- $1.15 


Basic rate, therefore, is 
97.1 x 48.1 x 1.15 = 54 cents. 
100 100 


Basic rate of 54 cents multiplied by 2.35* = 
$1. 269 


*(Factor 2.35 represents an increase effec- 
tive April 1, 1948, in an effort to compen- 
sate for changes in costs since the 1943 cost 
study.) 


f 
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Grant for 1951 


Potential public ward patient days 26 x 365 = 
9,490 

Therefore 1949 grant is 9,490 x $1 269 = 
$12, 042. 81 


Criticism of Present System 


There are five major criticisms of the 
present grant system. 


1. The inadequacy of the present grant 
system obliges many hospitals to 
charge private and semi-private 
patients more than the actual cost of 
their own care in order to assist in 
paying for that part of the indigent 
patient's cost which is not borne by 
the provincial and municipal statutory 
grants. 


2. It is based upon a 1943 cost study, 
now obsolete. 


3. It pays only on the basis of govern- 
ment-recognized public ward bed 
capacity, which today is substantially 
lower than the actual bed complement 
in the majority of hospitals; and it thus 
works a severe hardship upon those 
hospitals which are giving needed ser- 
vice in extra public ward beds they 
have set up to meet the demand for 
hospitalization. 


4. The arbitrary maximum fixed for 
each group of hospitals destroys the 
flexibility of the formula, which was 
intended to recognize the actual public 
ward patient-day cost. 


5. Hospitals are now paid an amount which 
is calculated by multiplying the 1947 
grant by 2.35. In other words, the 
hospital receives 235% of its 1947 grant 
without regard to the fact that the hos- 
pital may be treating a greater or 
lesser number of public ward patients 
than it treated in 1947. 


These criticisms are supported by an ex- 
amination of the amounts actually received by public 
hospitals in Ontario in the year 1949. Quite apart 
from the fact that the total amount of the 1949 main- 
tenance grants ($5, 628,575.25) may have been in- 
adequate in terms of total public ward hospital service 
delivered (by reason of criticisms noted above), the 
distribution of this total among the various hospitals 
was highly inequitable. Some hospitals received 
thousands of dollars more, others less than they 
would have received had the formula been brought 
up to date in terms of costs and patient days. 


Table A9 bears this out. It shows in 
three parallel columns the maintenance grants act- 
ually paid in 1949 to 18 hospitals (all of Class "A" and 
samples from Classes "B" and "C"), and what these 
hospitals would have received had the total grants 
for their classifications been apportioned according 


TABLE A9 


SHOWING HOW THE TOTAL 1949 PROVINCIAL GRANT FOR MAINTENANCE WOULD BE 
DISTRIBUTED ON TWO DIFFERENT BASES 





monrra, | MAcemusce | ine Ne RE, | Secu mene 
IN 1949 TO ACTUAL DAYS OF ACTUAL DAYS OF PUBLIC 

INDIGENT PATIENT CARE WARD PATIENT CARE 
Hospital - No. 1 $97, 697. $73, 893.99 $100, 400. 11 
3 Hospital - No. 2 163, 041. 120, 631. 72 137, 603. 30 
g Hospital - No. 3 19, 402. 45,501. 85 32, 083. 36 
3 Hospital - No. 4 147, 026. 272, 678. 86 215, 022. 25 
8 Hospital - No. 5 89, 368. 144, 160. 06 107, 516, 28 
Hospital - No. 6 349, 104. 246, 373.10 295, 696. 21 
2 Hospital - No. 7 309, 647. 414, 460.18 : 318, 723.81 
= Hospital - No. 8 743, 716. 656, 215. 32 726, 537. 69 

: Hospital - No. 9 253, 894. 198, 984. 20 239, 316. 


” Hospital - No. 1 $75, 765.05 $82, 627.75 $86, 060. 78 
§& Hospital - No. 2 66, 093.75 48, 257.37 63, 714. 89 
Hospital - No. 3 293, 993.81 437, 483.57 303, 663. 27 
ospital - No. 4 26,315. 77 17, 918. 82 26, 893.58 


ospital - No. 5 90, 063. 75 68, 150.54 64, 216.12 


ospital - No. 1 $16, 983. $10, 658. $14, 019.76 


Ospital - No. 3 12, 042. 6, 506. 10, 355, 24 


H 
Hospital - No. 2 22, 129. 240. | 11, 054, 65 
H 
H 


ospital - No. 4 13, 200. 13, 000. 12,417. 65 
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to (1) indigent patient days, and (2) public ward 
patient days. 


Taking Class "A" for example, a redistri- 
bution on an indigent day basis would result in five 
hospitals sharing a loss of $311, 355.01 from their 
1949 grants, and in the four remaining hospitals in 
this class sharing this gain. The largest single loss 
under this system would amount to $102, 731.15; 
largest gain $125, 651.94. 


Redistribution of the same Class "A" 
total grant ($2,172, 899.28), according to public 
ward patient days for the year 1949 would result 
in less drastic adjustments. Only four hospitals 
would receive smaller grants, and the greatest 
single loss would amount to $53,408.04. The five 
remaining Class "A" hospitals would gain larger 
grants, but the largest individual increase would 
be $67,995.33. It might be noted also that max- 
imum gains and losses under either of these red- 
istribution plans involve the same two hospitals. 


Experience in Class "B" and Class "C" 
hospitals is similar under such a redistribution, 
although the amounts involved are in individual 
cases substantially smaller. 


These criticisms are sufficient to re- 
commend very strongly that a thorough overhauling 
of the whole grant structure is urgently needed. 


The foregoing calculations have been 
made to demonstrate the inequities of present grant 
distribution;the question of the total grant's adequacy 
or inadequacy cannot be settled without the prior 
completion of an intensive study of public ward and 
indigent patient care costs in every hospital in the 
province. This, in the opinion of the Survey Comm- 
ittee, is a prerequisite to a much needed improvement 
in the grant system. 


Factors Affecting Revision of Grants 


In its study of the value of the present 
system for determining provincial maintenance 
grants to hospitals, the Survey Committee came to 
an appreciation of certain factors which should be 
taken into consideration in establishing future grant 
policy. In brief, they are these-- 


1. Any grant on the basis of recognized 
public ward days of care necessarily 
involves payment on behalf of some 
public ward patients who carry certain 
forms of hospitalization insurance. If 
no grant were paid on public ward 
patients who are not indigent, all 
per diem rates, including those paid 
by organizations which pay the pre- 
vailing public ward rate, would have to 
be higher. 


2. To keep in touch with the changing 
realities of hospital economics and 
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to avoid the arbitrary and inequitable 
structure of present grants, there is 
a fundamental need for a continuing 
cost study of all hospitals receiving 
grant monies. This might be carried 
out most effectively by a travelling 
staff of auditors paying regular visits 
to each hospital and functioning under 
some such authority as the proposed 
Ontario Hospital Commission. 


3. If any such classification of hospitals 
as the present "A" to "G" plan is to be 
used, provision should be made for 
the periodic review of classifications 
to ascertain whether changing cir- 
cumstances within individual hospitals 
may have made them eligible for 
reclassification. 


4. Where payment of grants on behalf 
of indigent patients is concerned, 
it is desirable to require a sufficient 
part of the total cost from municip- 
alities so that they will exercise close 
local control over certification of 
indigents. 


5. Although the present shortage of 
hospital accommodation has resulted 
in some conscientious hospitals 
Setting up extra beds for which they 
receive no maintenance grant, it would 
be extremely difficult to devise any 
system of grants based on actual bed 
complement rather than government- 
recognized bed capacity. The policy 
of recognizing only the number of beds 
in a given hospital which it is con- 
sidered good practice to operate ina 
given amount of space provides a. 
measure of control against the crowding 
of hospital wards. 


What Maintenance Grants Have Amounted To 


Table A10 shows what provincial main- 
tenance grants have totalled from 1900 to 1949, and 
relates these figures to hospital operating costs and 
hospital incomes for the respective years. This 
table reflects the changing basis for making annual 
grants as well as the tremendous increase in hospital 
activity in Ontario during this half century. 


Bonus Grant Paid 


In the early part of 1950, the provincial 
government paid a special bonus maintenance grant 
to all hospitals operating under the Public Hospitals 
Act (including public general, hospitals for incurables, 
convalescent hospitals and Red Cross Outposts). 
This amounted to $1, 389, 854.36, comprising 25 per 
cent of the regular maintenance grant for the year. 
Three quarters of this bonus was applicable to 1949, 
and one quarter to 1950. 


TABLE A10 


PROVINCIAL MAINTENANCE GRANTS TO PUBLIC GENERAL HOSPITALS IN 
ONTARIO, 1900 - 1949, RELATED TO OPERATING COSTS AND INCOME 


(including Red Cross Outpost, Lockwood Clinic and Canadian Mothercraft Centre) 


Provincial Grant as 
Grant as % % of 
of Operating Income 
Less Grant 


Provincial 
Government 

Grant for 

Maintenance 


Operating Cost not Total Income 


including Depreciation Less Provincial 
but including Interest Government 
and Capital charges Grant 


$ 549, 063. 
829, 083. 
1, 265, 216. 
2, 2°72, 826. 
5, 849, 222. 
7, 212, 338. 
10, 937, 237. 
9, 862, 108. 
12, 263, 472. 
17, 841, 012. 
20, 170, 530. 
22, 826, 061. 
27, 270, 162. 
33, 837, 673. 
40, 253, 364. 
45,770, 460. 39 


$ 479,512. 

711, 051. 

1, 172, 804. 

2,199, 521. 

5, 334, 378. 

6, 472, 810. 

10, 922, 431. 
9, 325, 282. 

11, 814, 364. 
18, 115, 706. 
20, 293, 111. 
22, 860, 355. 
28, 860, 798. 
34, 921, 242. 
38, 383, 963. 
43,314,807. 
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107, 276. 
103, 493. 
139, 611. 
189, 063. 
346, 150. 
640, 261. 
971, 947. 

1, 059, 432. 

1, 209. 104. 
781, 255. 
914, 965. 
811, 891. 

1, 399, 254. 

1, 836, 878. 

3, 887, 876. 

4,672, 076. 


b—_ 


8, 
3D. 
8. 
8. 
0. 
9. 
4. 
4, 
3. 
5. 
3. 
9. 
0. 





CHAPTER III 
ONTARIO’S HOSPITAL INVENTORY 


Classification of Hospitals 


For the purpose of allocating grants, 
the Public Hospital Act, Revised Statutes of Ontario 
1937, Ch. 390, classifies all institutions within its 
jurisdiction as public general hospitals, convalescent 
hospitals, hospitals for incurables, and hospitals 
for chronic patients. 


The Act then proceeds to group them as 
follows: 


Group A -- Those public general hospitals 
providing facilities for giving instruction to medical 
students of any university. 


Group B -- Public general hospitals having 
100 or more beds; or those with fewer than 100 beds 
but in a municipality in which a Group A hospital is 
located. 


Group C -- Public general hospitals with 
fewer than 100 beds and not located in the same 
community with a Group A teaching hospital. 


Group D -- Red Cross Outpost hospitals. 
Group E -- Convalescent hospitals. 


Group F -- Hospitals for incurables or 
for chronic patients having 200 or more beds. 


Group G -- Hospitals for incurable or 
for chronic patients having fewer than 200 beds. 


Table All lists Ontario's 158 public general, 
convalescent and chronic hospitals by name and loc- 
ation, and shows nine in Group A, 34 in Group B, 
80 in Group C, 23 Red Cross Outpost units in Group 
D, two in Group E, four in Group F, and six in 
Group G, as of December 31, 1948, basic date of 
this survey. 


Number of Hospital Beds in Ontario 


In addition to those institutions grouped 
above, in-bed care is offered in Ontario Mental 
Hospitals, tuberculosis sanatoria, private hospitals, 
nursing homes, and school and other infirmaries. 
Table Al2 shows the number of beds available in all 
these places at the date of the survey. 


The total figure of 45, 282 is manifestly 
conservative, inasmuch as it uses the official rated 
capacity of 15, 212 beds for public general hospitals 
and this fails to take into account the extra beds 
(estimated at more than 2,500) set up in corridors 
and sun porches in an effort to meet the heavy de- 
mand for hospital care in recent years. Also it 
includes an estimate of 4,057 nursing home beds; 


/ 36 


and since there is no official record whatsoever of 
these homes, the Survey Committee could only count 
the beds in the 587 nursing homes its field staff 
could discover. (This latter, unregulated group 
is dealt with at length in a separate section of this 
report. ) 


Ontario Mental Hospitals and TB san- 
atoria are also covered in detail in other sections 
of this report. The remainder of this hospital fac- 
ilities section is concerned primarily with the pro- 


vince's public general hospitals, and to a lesser 
extent with convalescent, chronic and private hos- 
pitals. 


Information used in this report is the 
result of survey field staff visits to each hospital 
and the compilation and analysis of a comprehensive 
schedule of information on each individual unit. 
These schedules of information have been submitted 
to the Minister of Health as an appendix to the report 
proper. 


The Canadian Mothercraft Centre, Toronto, 
Operates under the Public Hospitals Act, but it does 
not function as a public general hospital and is con- 
sequently not considered as one for the purposes of 
this report. Similarly there are five convalescent 
summer camps classified as convalescent hospitals 
in the Department of Health annual report, but since 
they are not part of the hospital accommodation 
continuously available to the public, they are not 
treated here. They serve a convalescent and re- 
creative function for handicapped children, and they 
are therefore dealt with in the section of this survey 
on handicapping conditions in children. 


Public General Hospitals 


This group of hospitals, varying in size 
from two beds (Red Cross Outpost at Wilberforce) 
to 1,408 beds (Toronto General), comprises 146 
institutions. Table A13 gives their distribution by 
size across the seven hospital regions. 


Table A13 reveals that most Ontario 
public general hospitals have relatively few beds-- 
110 of them (75 per cent) are under 100 beds, more 
than half the total are under 50-bed capacity. Nearly 
75 per cent (11, 222) of the province's total public 
general hospital bed capacity, however, is in 100-bed 
and larger hospitals; and these provide more than 
75 per cent of all hospital care. 


TABLE All 


ONTARIO'S HOSPITAL INVENTORY 


(from Public Hospitals Act) as of December 31, 1948. 


GROUP A HOSPITALS GROUP C HOSPITALS (Cont'd. ) 


Location 


Name 


Toronto General Hospital 

St. Michael's Hospital 
Toronto Western Hospital 
Victoria Hospital 

The Hospital for Sick Children 
Kingston General Hospital 
Hotel Dieu Hospital 

St. Joseph's Hospital 

Ottawa General Hospital 


GROUP B HOSPITALS 


Hamilton General Hospital 
Ottawa Civic Hospital 

St. Joseph's Hospital 

Toronto East General 

The Brantford General Hospital 
St. Joseph's Hospital 

Hotel Dieu of St. Joseph's 
McKellar General Hospital 

St. Joseph's General Hospital 
Kitchener-Waterloo Hospital 
Salvation Army Grace Hospital 
St. Joseph's Hospital 

The St. Catharines General 
Public General Hospital 
Oshawa General Hospital 

St. Joseph's Hospital 

Women's College Hospital 
Hotel Dieu Hospital 

Niagara Falls General Hospital 
The Gen. Hosp. of Port Arthur 
Brockville General Hospital 
Belleville General Hospital 
Metropolitan General Hospital 
St. Mary's Hospital 

St. Joseph's Hospital 

Sarnia General Hospital 

The Peterborough Civic Hos. 
Stratford General Hospital 
Welland County General Hos. 
Mount Sinai Hospital of Tor. 
Salvation Army Grace Hospital 
Lockwood Clinic 

St. Joseph's Hospital 

The Salvation Army Grace Hosp. 


GROUP C HOSPITALS 


The General Hospital 
St. Mary's Hospital 

| Memorial Hospital 
Guelph General Hospital 
General Hospital 


Toronto 
Toronto 
Toronto 
London 
Toronto 
Kingston 
Kingston 
London 
Ottawa 


Hamilton 
Ottawa 
Toronto 
Toronto 
Brantford 
Sarnia 
Windsor 
Fort William 
Port Arthur 
Kitchener 
Windsor 
Sudbury 

St. Catharines 
Chatham 
Oshawa 
Hamilton 
Toronto 
Cornwall 
Niagara Falls 
Port Arthur 
Brockville 
Belleville 
Windsor 
Kitchener 
Chatham 
Sarnia 
Peterborough 
Startford 
Welland 
Toronto 
Toronto 
Toronto 
North Bay 
Ottawa 


Sault Ste. Marie 
Timmins 
St. Thomas 
Guelph 
Pembroke 
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Name 


The General Hospital 

General & Marine Hospital 

St. Joseph's Hospital 

St. Joseph's Hospital 
Woodstock General Hospital 
Orillia Soldiers' Memorial 

The Parry Sound General Hosp. 
Cornwall General Hospital 
Victoria Hospital 

Galt General Hospital 

St. Vincent de Paul Hosp. 
Douglas Memorial Hospital 
General & Marine Hospital 

The Ross Memorial Hospital 
Royal Victoria Hospital 

St. Paul's Hospital 

The York County Hosp. Corp. 
Smiths Falls Public Hosp. 
Pembroke Cottage Hosp. Assoc. 
Norfolk General Hospital 

St. Andrew's Hospital 

The Great War Memorial 
Hospital of Perth District 
Plummer Memorial Public Hos. 
The General Hospital 
LeVerendrye Hospital 

St. Joseph's Hospital 

The Port Hope Hospital 

St. Joseph's Hospital 

Arnprior & Dist. Memorial 
Kenora General Hospital 
Memorial Hospital 

Peel Memorial Hospital 

St. Francis General Hospital 
Wingham General Hospital 
County of Bruce General Hosp. 
The Willett Hospital 

Mattawa General Hospital 

Lady Minto Hospital 

St. Joseph's General Hospital 
Charlotte «leanor Englehart 
Alexandra Marine & General 
Queen Victoria Memorial Hosp. 
The Tillsonburg Soldier's Mem. 
Anson General Hospital 

St. Jean de Brebeuf Hospital 
Alexandra Hospital 
Misericordia Hospital 
Stevenson Memorial Hospital 
Prince Edward County Hosp. 
Lady Minto Hospital 

Cobourg General Hospital Assoc 
Groves Memorial Hospital 
Kincardine General Hospital 


Location 


Pembroke 
Owen Sound 
Guelph 
Peterborough 
Woodstock 
Orillia 
Parry Sound 
Cornwall 
Renfrew 
Galt 
Brockville 
Fort Erie 
Collingwood 
Lindsay 
Barrie 
Hearst 
Newmarket 
Smiths Falls 
Pembroke 
Simcoe 
Midland 


Perth 

Sault Ste. Marie 
Strathroy 
Fort Frances 
Parry Sound 
Port Hope 
Kenora 
Arnprior 
Kenora 
Listowel 
Brampton 
Smiths Falls 
Wingham 
Walkerton 
Paris 
Mattawa 
Cochrane 
Blind River 
Petrolia 
Goderich 
North Bay 
Tillsonburg 
Iroquois Falls 
Sturgeon Falls 
Ingersoll 
Haileybury 
Alliston 
Picton 
Chapleau 
Cobourg 
Fergus 
Kincardine 








TABLE Al11 (Cont'd, ) 


GROUP C HOSPITALS (Cont'd. ) GROUP G HOSPITALS 


Name Location Location Name 
Porcupine General Hospital South Porcupine Parkwood Hospital for London 

St. Joseph's General Hospital Little Current Incurables 

Lord Dufferin Hospital Orangeville The Runnymede Hospital Toronto 
Hanover Memorial Hospital Hanover St. Peter's Infirmary Hamilton 
Bowmanville Hospital Bowmanville The Perley Home for Ottawa 
Saugeen Memorial Hospital Southampton Incurables 

Haldimand War Memorial Hospital | Dunnville St. Mary's-of-the-Lake Kingston 
Scott Memorial Hospital Seaforth Hospital 

General Hospital Penetanguishene The Home for Incurable Toronto 
West Lincoln Memorial Hospital Grimsby Children 

Clinton Public Hospital Clinton Misericordia Hospital* Haileybury 
Durham Memorial Hospital Durham Memorial Hospital* St. Thomas 
Sioux Lookout General Hospital Sioux Lookout Brantford General Hos.* | Brantford 
Rosamond Memorial Hospital Almonte McKellar General Hos. * Fort William 
Notre-Dame Hospital Hawkesbury Kitchener-Waterloo Kitchener 


Louise Marshall Hospital Ltd. 
Palmerston General Hospital 
Rosedale War Memorial Hospital 
Niagara Cottage Hospital 
Kirkland & District Hospital 
Chesley & District Memorial Hosp. 
Winchester & District Memorial 


GROUP D HOSPITALS 


Red Cross Outpost 
Red Cross Outpost 
Lady Minto Hospital 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 
Red Cross Outpost 


Mount Forest 
Palmerston 
Matheson 


Niagara-on-the- Lake 


Kirkland Lake 
Chesley 
Winchester 





Dryden 
Bracebridge 
New Liskeard 
Emo 
Espanola 
Mindemoya 
Thessalon 
Englehart 
Bancroft 


Richard's Landing 


Haliburton 
Hawk Junction 
Rainy River 
Beardmore 
Nakina 
Hornepayne 
Apsley 
Lion's Head 
Port Loring 
Whitney 
Atikokan 
Wilberforce 
Red Lake 


GROUP E HOSPITALS 


St. John's Convalescent Hospital 
Hillcrest Convalescent Hospital 


General Hospital* 


Newtonbrook 
Toronto 


GROUP F HOSPITALS 


The Queen Elizabeth for Incurables| Toronto 


Our Lady of Mercy Hospital 
East Windsor Hospital 
St. Vincent Hospital for Incurables 


Toronto 
Windsor 
Ottawa 


*Not separate hospitals, but 
divisions of general hospitals. 





TABLE A12 


BEDS FOR HOSPITAL CARE IN ONTARIO 
(in basic year 1948) 


of Beds Total Beds 









VOLUNTARY AUSPICES 


Public General Hospitals 

Isolation Hospital beds 

Convalescent Hospitals 

Hospital beds for Long Term Patients 
Universities, Colleges and Schools 
Sanatoria 

Private Hospitals 

Private Hospitals for the Mentally Ill 
Nursing Homes 


PROVINCIAL GOVERNMENT 


Ontario Hospitals (for mentally ill) 
Toronto Psychiatric Hospital 
Attorney General's Dept. --Gaols, etc. 
Workmen's Compensation Board-- - 
Convalescent Centre 
Hydro-Electric Power Commission 


FEDERAL GOVERNMENT 


Department of Veterans’ Affairs 

Department of National Defence 

Department of National Health & Welfare 
(Indian Health Service) 


Total Beds 45, 282 


* This 285 comprises 103 beds in hospitals proper and 182 in summer camps. 






















4,261 











** There are 478 beds in this centre, but only 183 of them are for treatment. 
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TABLE A13 
PUBLIC GENERAL HOSPITALS OF ONTARIO BY SIZE GROUPING AT DECEMBER 31, 1948 


(Including Red Cross Outpost Hospitals) 


Number of Number of Hospitals by Regions Total 
Beds per | Region Region Region Region Region Region | Region | Number of 
Hospital 1 2 3 4 ys 6 7 Hospitals 
Under 25 

25 - 49 


50 - 99 


100 - 249 


250 - 500 


Over 500 





TABLE Al4 
DISTRIBUTION OF PUBLIC GENERAL HOSPITAL BEDS BY SIZE AND OPERATING AUTHORITY 


(Based on rated bed capacity at Dec. 31, 1948) 


Non-Governmental ae: 
Beds 
Voluntary Church Red Cross Others 


























Size of Hospital 
(Number of beds) 


Per Cent 
of Whole 


Governmental 
and Municipal 











Under 25 
25 to 49 
50 to 99 
100 to 249 


250 to 500 







Over 500 


Total 3,627 
Percentage of 23. 84 
Total Beds 






4, 768 
31.34 


15, 212 100. 00 
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Ownership of Hospitals 


The 146 public general hospitals fall 
into five major ownership or auspices groupings-- 
municipal, voluntary association, church, Canadian 
Red Cross Society, and private corporation. These 
are set out in Table Al4. Twenty-three hospitals, 
providing 3,627 beds, are under municipal authority, 
61 are operated by voluntary associations, 37 by 
churches (32 of these Roman Catholic), 23 by the 
Red Cross, and two hospitals receiving grants under 
the Public Hospitals Act are privately owned. 


The real significance of these figures 
can Only be seen when they are broken down by 
regions and related to their respective populations. 
This is done in Table A16. Included in the table 
is a line giving the ratio of beds per 1, 000 popul- 
ation--a common yardstick, though not one with- 


out shortcomings as shall be seen later in this re- 
port. 


It may be noted that Region 4, centering 
round Kingston, and Region 7, at the Lakehead, 
have the lowest total population and the highest ratio 
of beds per thousand. The four largest and most 
densely populated regions, 1, 2, 3 and 5, fall within 
a very narrow range of each other. Region 6, in 
which Sudbury is situated, has the lowest ratio of 
all, 2.8 beds per 1, 000 population. 


All the foregoing has been in terms of 
"rated bed capacity", that is, the number of beds 
officially set forth and used by the government as 
a basis for calculating maintenance grants. This 
is not to be confused with "bed complement", which 
is the actual count of all beds in use by patients. 
This discrepancy between these two totals represents 
the extra beds which hospitals have been obliged to 


TABLE A15 


DISTRIBUTION OF SEVERAL TYPES OF HOSPITAL BEDS BY HOSPITAL REGIONS IN ONTARIO 
(As of Dec. 31, 1948) 


ees | ee hs oe, 


Estimated 
Population 
1948 


732,986 | 599,193 | 1,782,004 


Public Gen. 
Rated Bed | 


2,642 
Capacity (1) 


2, 140 6, 056 


Public Gen. 
Beds per 
1, 000 


Public 
General 
Bassinettes 


Isolation 


Convales- 
cent 





Long 
Term (2) 


Private 
Hospitals 


Nursing (3) 
Homes, etc. 


219,064 | 444, 087 


313,714 | 164,578 





(1) Excludes beds for isolation and beds for the chronically ill. 
(2) Includes 177 beds for the chronically ill in public general hospitals, but excludes 50 beds at 


Kitchener-Waterloo Hospital. 


(3) This includes W.C.B., H.E.P.C., universities, schools, and private mental hospitals. 
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TABLE A16 


ESTIMATED BED COMPLEMENT OF PUBLIC GENERAL HOSPITALS IN ONTARIO 


(As of June 30, 1948) 


ee ee 


Bed Complement 


Rated 
Bed Capacity 


Overcrowding 


Percentage over 


Bassinettes 
Complement 


Bassinettes 
Rated Capacity 


set up in corridors and sun porches in answer to an 
overwhelming demand for hospital care in recent 
years. 


At June 30, 1948, which would normally 
be a less active part of the hospital year (see Chart 
A2), there were 1, 784 such extra beds reported. 
Many more are Set up in winter and spring months 
when hospital utilization is at its seasonal peak. 
Altogether it is estimated that these extra beds 
made room for about 55, 000 patients in 1948, and 
supplied, in round figures, some half million add- 
itional days of care. This constituted a special 
burden on the already overtaxed hospital staffs 
Since these beds are awkwardly located with no 
working relationship to service rooms, sinks, etc. 


Distribution of these extra beds and the 
extent of overcrowding are indicated in Table A16, 
above. 


Bassinettes in Public General Hospitals 


Common hospital practice is to provide 
one bassinette per maternity ward bed, plus one or 
more incubators for the care of premature infants. 
The rated capacity of newborn nurseries.in this 
type of hospital at December 31, 1948, was 2, 847. 
Distribution of these bassinettes by region is shown 
in Table A17 along with the estimated bassinette 
complement as of June 30, 1948. Estimated over- 
crowding then amounted to 267 bassinettes. 


Of the 146 public general hospitals in 
Ontario, 12 were reported without incubators at 
the time of this survey. Sixteen hospitals had in- 
dividual cubicles in their main nurseries, and several 
others have divided the newborn nursery into small 
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units in order to achieve some segregation. 


There were separate isolation nurseries 
or rooms in 53 hospitals, and in 41 other units an 
available private room was used for the infant's 
isolation in the case of an infection. 


Table A17 indicates that hospitals under 
100-bed capacity have a higher proportion of total 
bassinette capacity than of total beds--26. 24 per 
cent of the beds, but 40. 22 per cent of all bassinettes. 
In 1948 these smaller hospitals cared for 37.9 per 
cent of all hospital births, and their share of total 
days of care amounted to 36.7 per cent. 


Distribution of Beds by Services 


Table A18 demonstrates the strong em- 
phasis on surgical treatment in hospitals today, 
with 23.47 per cent of the province's 15, 212 public 
general hospital beds assigned to it. Medicine 
rated next with 19.51 per cent of beds. Maternity 
patients were assigned 17 per cent; and paediatrics, 
combining medicine and surgery for patients younger 
than 14 or 15 years, had 8.44 per cent. The re- 
maining 31.58 per cent were unassigned. 


The apparent discrepancy between 2, 587 
beds assigned to maternity cases and 2, 847 bass- 
inettes is accounted for by the fact that in smaller 
hospitals greater flexibility is practiced and adult 
beds are not set aside for one particular type of 
patient. The majority of unassigned beds were 
found in small hospitals. 


Assignment of beds in public general 
hospitals for the care of communicable diseases 
and for the chronically ill is covered in a later 
section of this report. 


TABLE A17 


DISTRIBUTION OF BASSINETTES BY SIZE OF HOSPITAL AND OPERATING AUTHORITY 


(Based on rated capacity as of Dec. 31, 1948) 


Governmental 


‘Size of Hospital 
(Number of beds) 


Under 25 13 
25 to 49 58 
50 to 99 78 
100 to 249 182 
250 to 500 
Over 500 

Total 


Percentage of 
Total Bassinettes 





Non-Governmental 


Total | Per cent 





TABLE A18 


DISTRIBUTION OF ONTARIO'S PUBLIC GENERAL HOSPITAL BEDS BY REGION AND SERVICES 


(As of Dec. 31 1948) 


Assignment of eds 


MG 


Surgery 


Medicine 


Maternity 


Paediatrics 


Unassigned 


Isolation Hospital Facilities 


At the time of this survey there were 
404 beds isolated for the care of acute communi- 
cable diseases in Ontario. These include 166 beds in 
two isolation hospitals proper (Toronto and Windsor), 
and 238 beds in special wards or divisions of six 
public general hospitals. In other communities 
where special facilities are not available the general 
hospital improvises isolation accommodation from 
a private room. 
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Convalescent Hospitals 


There are two convalescent hospitals 
participating in provincial grants, and both these 
(St. John's, Newtonbrook; and Hillcrest, Toronto) 
are located in Region 3. In addition to these there 
are five convalescent summer camps which are 
described in detail in the section on handicapping 
conditions in children. As Table A20 shows, the 
two provide a total of 103 beds at rated capacity. 
They serve the metropolitan area of Toronto pri- 


TABLE A19 


ISOLATION HOSPITALS AND ISOLATION BEDS IN ONTARIO AS OF DECEMBER 31, 1948 


T Windsor 


3 Toronto 





Total beds in Isolation Hospitals 


Brantford 








Hamilton 


Peterborough 








Belleville 


Kingston 








Ottawa 


Total Isolation Beds in General Hospitals 


*A cceptable beds. 


Hospital 





Fred Adams 


Riverdale 


General 


General 


Civic 


General 


General 


Civic 


Grand Total 


TABLE A20 













238 


Patient Days 





13, 989 


404 


34, 367 


CONVALESCENT HOSPITALS AND BEDS IN ONTARIO AS OF DEC. 31, 1948 


St. John's Hillorest 


Rated bed capacity 

Bed complement 

Days of care in 1948 
Average number of patients 
New admissions 


Percentage occupancy 


Average length of stay 


* Average length of stay at Hillcrest is higher because of the admission of several 


chronically ill patients. 
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35 


42 


14, 235 


39 
246 
78.2 


08.5 days* 





TABLE A21 


HOSPITAL ACCOMMODATION FOR LONG TERM ILLNESS AS OF DEC. 31, 1948 


Region 1 East Windsor 
1 Parkwood, London 
2 St. Peter's, Hamilton 
3 Our Lady of Mercy, Toronto 
3 Queen Elizabeth, Toronto 
3 Home for Incurable Children, 
Toronto 
3 Runnymede, Toronto 
4 St. Mary's, Kingston 
5 St. Vincent, Ottawa 
5 Perley Home, Ottawa 


Region 1 St. Thomas Memorial 
2 Brantford General 
3 Kitchener-Waterloo 
6 Misericordia, Haileybury 
7 McKellar General, Fort William 





C. In Public General Hospitals 





Region 93, 879 
90, 256 
163, 712 
16, 800 
59, 292 
34, 258 
16, 470 





474, 667 


Grand Total 2, 030* Wtnlar ses sie (uti 1,156, 396** 


* While 2, 030 is the actual total of long-term beds in the province, elsewhere in this report the 50 beds 
at Kitchener-Waterloo Hospital are considered in the acute general category, in accordance with 
Ontario Department of Health records. 





** Or 271 days of care per 1,000 of population. 
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marily and report few patients from outside York 
county. St. John's has launched a building program 
to increase its capacity to 170 beds by the end of 
1951. 


St. John's Convalescent Hospital, which 
is operated by the Anglican Sisters of St. John, has 
two members of the medical staff of each affiliating 
public general hospital in Toronto appointed annually 
to serve in rotation on its active medical staff. A 
consultant staff is also appointed to cover each of 
the major specialties. 


Facilities for the Chronically Ill 


Table A21 gives details of the capacity 
and care provided by Ontario's 10 hospitals for 
the chronically ill and incurable. It shows that a 
further five public general hospitals set aside wards 
or sections exclusively for these long-stay patients, 
and that additional numbers are occupying beds that 
would otherwise be used for active treatment. 


This latter point is of particular concern 
to hospital administrators in these days of high 
demand for hospital care. They reported a total 
of 1, 441 long-stay patients in beds normally available 
for acutely ill as of Dec. 31, 1948. This comprises 
roughly 10 per cent of Ontario's total acute bed 
capacity. 


It can be assumed that a further sub- 
stantial amount of long-term care was given to patients 
in nursing homes throughout the provinces; but since 
records are not required of these places by the pro- 
vincial government it is impossible to estimate this 
with any accuracy. The necessity for a system of 
licensing, record-keeping and inspection of these 
places is pointed out in the special section on nursing 
homes. The Survey Committee field staff found 
many of them unfit for safe nursing care. 


Private Hospitals 


In 37 Ontario communities there are 48 
hospitals providing acute general type of care under 
the Private Hospitals Act. In 27 of these commun- 
ities, private hospitals provided the only hospital 
service. Their total rated bed capacity in 1948 was 
861 and 195 bassinettes. Bed complement reported 
by the hospitals themselves was 902 as of Dec. 31, 
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1948. Ownership of these institutions is shown in 
Table A22. 


Four private hospitals for general care 
are located in Region 1, seven in Region 2, 21 in 
Region 3, none in Region 4, six in Region 5, five 
in Region 6, and five in Region 7. Eleven of the 
48 have laboratory facilities (six of these small and 
restricted), and 17 have x-ray equipment. Many of 
them are located in converted residences and fun- 
ctional obsolescence and fire hazard make some of 
their beds unacceptable for planning purposes. 


TABLE A22 


OWNERSHIP OF LICENSED PRIVATE GENERAL 
HOSPITALS IN ONTARIO AS OF DEC. 31, 1948 


Hospital Association or Committee 
Church 

Doctor 

Registered Nurse 


Private Citizen 


Non-profit corporation 


Private corporation 





Other Hospital Facilities 


Information secured from 123 private 
schools, colleges and universities in Ontario showed 
that 65 of them provided 552 beds in their health 
services for short-term illness among their students. 
In 1948 these health services employed 85 graduate 
nurses and 77 practical nurses, and they reported 
4,504 admissions calling for 13, 249 days of care. 
This latter figure is incomplete because several 
active institutions of this type did not have complete 
records. 


CHAPTER IV 
EVALUATION OF HOSPITAL FACILITIES 


Table A23 indicates that 4,619 of Ontario's 
15, 212 acute general hospital beds failed to measure 
up to generally recognized standards of acceptability 
at the time of this survey. Functional obsolescence 
and fire hazard were two major points upon which 
this evaluation was based. The former occurs prin- 
cipally in buildings erected prior to 1900 and part- 
icularly in those which have been converted from 
their original use to serve as hospitals. Such fun- 
ctional shortcomings increase the burden of nursing 
care and severely limit the degree of efficiency 
that can be achieved in every department. 


Fire hazards occur frequently in these 
older buildings, of course, but they are not restricted 
to them. The survey field staff found fire hazards 
existing in 57 hospitals containing approximately 27 
per cent of the province's beds. The cases observed 
have been brought to the attention of the Department 
of Health. 


New hospitals are now able to reduce fire 
hazards by improved institutional design, and by 
using fire-resistant materials; and in recent years 
boards of governors responsible for many of the older 
hospitals have been reducing the possibility of fire 
wherever possible by installing extinguishers, 
standpipes, fire doors, etc., and by introducting 
fire-resistant materials andequipment. That there 
is still room for improvement, however, is dem- 
onstrated by reports by the survey field staff of 
hazardous conditions in many hospitals, which can 
only be attributed to gross neglect. 


For example, in one city hospital with 
upwards of 500 beds, the fire escape serving three 
wards was blocked by a table and mirror, and in 
another ward in the maternity section a bed was 
placed in front of the fire escape exit. Here and 
in three other hospitals the fire escapes were not 
lighted at night. 


In one of Ontario's middle-size cities 
the hospital basement revealed four fire doors which 
could not be closed because pipes had either been 
placed or had dropped in front of them. 


In yet another hospital, it was found 
that an extremely hot furnace pipe was only three 
inches from unprotected woodwork in the basement. 
The danger was so obvious that the matter was 
reported to the authorities and the menace was elim- 
inated. 


The men's ward on the second floor of 
one hospital had only one means of access, through 
the women's ward. Should the women's ward be cut 
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off by fire, it would be impossible to get the male 
cases out. 


At another hospital a balcony with rotting 
supports was observed. Use of this balcony asa 
means of escape in the event of fire would prove 
hazardous to both patients and rescuers. 


Many hospitals in the province have 
laundry chutes, dumb waiters and elevator shafts 
which are lined with wood. They are not insulated 
in any way. Open wiring is in evidence in several 
older buildings. 


A large number of hospitals in both old 
and modern buildings have installed fire extinguishers 
of a type which, according to the provincial fire 
marshal, are dangerous when uSed in an enclosed 
space. 


In some cases carelessness is shown 
in the method of storing paint, oil, turpentine, etc., 
in hospital basements. 


In some hospitals, anaesthetics of a highly 
volatile character are being used without adequate 
protection against static electricity. 


In this report reference is being made to 
only a few of the defects which were noted by the 
survey staff in visiting the hospitals in the province. 
Others of a major nature should be quite apparent if 
and when a thorough official fire inspection is made 
of the buildings and their equipment. The Committee 
passed along to the Department of Health some 
months in advance of the issuance of this report, 
extracts from individual reports on more than 50 
hospitals in which it was felt some immediate action 
should be taken to avoid danger of fire and possible 
loss of life. 


The situation is such that constant vigil- 
ance is required. There is a respondibility on the 
part of the governors, the superintendents, and the 
staffs of hospitals and fire inspection officials to 
safeguard the lives of the thousands of patients en- 
trusted to them and it should be their duty to see 
that every possible effort is made to avoid the hol- 
ocaust of fire. 


Converted residences made up most of 
772 beds in buildings that were not designed originally 
as hospitals. This group makes up a good proportion 
of the facilities that have become obsolete because 
layout and equipment have not kept pace with modern 
requirements. There are several large hospital units 


TABLE A23 


SUMMARY OF ACCEPTABILITY OF ACUTE GENERAL HOSPITAL FACILITIES 


Region Region Region Region Region Region | Region} Total 
1 2 3 4 4) 6 7 


Beds in Buildings 
Built Prior to 1900 


Beds in Buildings 
Not Originally Built 
as Hospitals 

Fire Hazard Beds 
Acceptable Beds 
Unacceptable Beds* 


Rated Bed Capacity 





*These include 4, 272 beds found in conditions of notable fire hazard, plus 347 in circumstances in- 


compatible with satisfactory hospital function. 


not included here, although they are functionally 
out-of-date. They are sound, fire-resistive buildings 
that can be modernized and salvaged. 


Service Facilities 


The early part of this hospital inventory 
has been concerned with the area actually occupied 
by patient beds. In thoroughly up-to-date buildings 
this may represent as little as half the total hospital 
area, the remainder comprising clinical laboratory, 
x-ray department, operating and delivery rooms, 
kitchen and dining rooms, business office, work- 
shops, laundry, power plants, etc. In public general 
hospitals in Ontario from 35 to 55 per cent of floor 
area is taken up by these supporting services. Older 
units are most poorly equipped with service facilities, 
and in many cases this is further aggravated by the 
addition of more beds without expansion of the areas 
that must serve them. 


Table A24 summarizes the criticism 
of hospital administrators themselves regarding 
service facilities in their own hospitals. Each was 
asked to indicate in writing whether experience had 
shown the departments enumerated to be adequate 
or inadequate. All public general hospitals in the 
province were queried with the following results: 


An even 100 of the 125 hospitals reported 
inadequacy or total lack of out-patient and emergency 
service departments. Ina great number of these 
hospitals emergency cases have to be taken to the 
only operating room in the building. The use of an 
operating room for emergency cases is inadvisable 
because of the necessity of preserving there sterile 
facilities for the performance of surgical operations. 
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Lack of space is cited by a majority of 
hospitals as the reason for the shortcomings of 
their kitchen and dietary departments, maternity 
services, medical records, and general storage 
area. Of the 125 hospitals, 54 said their maternity 
services were handicapped by lack of labor and 
delivery rooms, isolation nurseries and sterilizing 
facilities. Of 144 hospitals, 132 said they had in- 
cubators, 12 had none; and 16 reported individual 
infant cubicles. 


While failure to provide space for the 
writing and filing of medical records is reported 
to be a contributing cause in the failure of 106 hospitals 
to keep the required case histories, another im- 
portant factor is the failure of some doctors to co- 
operate with the hospitals on this important part 
of their work. In 60 hospitals no medical histories 
were reported written, and in a further 32 hospitals 
the histories were not begun within the required 
number of hours after a patient's admission. It is 
one of the prescribed duties of the board of governors 
of public hospitals in Ontario to see to it that proper 
medical records are kept (Reg. 47, Public Hospital 
Act). 


Inadequacies of residence accommodation 
for both graduate and student nurses are dealt with 
in detail in the section on nursing care. Table A23 
shows that 66 of 125 hospitals are critical of the 
accommodation they are able to provide for their 
graduate nursing staff; and 26 of the 53 hospitals 
operating nursing schools term their student acc- 
ommodation inadequate. Cases can be cited like 
the one where 12 student nurses are housed in one 
room. 


Examination of each hospital by the Survey Elsewhere in this report a recommendation 
Committee's field staff, independently of the above is made that capital grants to hospitals should be 
reports, showed deficiencies in 76 clinical labora- extended to include assistance in establishing vital 
tories, 72 dietary departments, and 50 x-ray depart- service and training facilities. The efficiency and 
ments. value of any hospital is severely limited where any 

one of the many reported deficiencies is found. 
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CHAPTER V 
ONTARIO’S HOSPITAL EXPERIENCE IN 1948 


In 1948 Ontario's 146 public general 
hospitals provided more than 53 million days of 
care for 467, 137 adults, children and newborn infants. 
They delivered 87, 827 babies--84. 31 per cent of 
all births occuring in the province--and 16, 488 
deaths occurred in hospital. The average general 
hospital bed in the province was used by 31 patients 
during the year (calculated on rated bed capacity); 
and the average length of stay per patient was 9.97 
days. 


Table A26 offers a comprehensive summary 
of this general hospital experience, broken down 
by health regions. 


The table offers this information in terms 
of actual numbers, and from it a simple calculation 
shows the relationship between the percentage of 
Ontario's total population living in each region and 
the percentage of the province's total hospital ad- 
missions occuring regionally. This information 
is given in Table A25. 


Considering only those 87, 827 births 
which occurred in public general hospitals (and taking 
no account of the 4, 857 in private hospitals and 2, 854 
in maternity homes), it can be seen that Region 3 
heads the list with 87. 74 per cent of its births in 
hospital. Region 1 reported 86.78 per cent of its 
total births in hospital in 1948, Region 2 reported 
85.8 per cent, Region 7 - 82.47 per cent, Region 
4 - 81.61 per cent, Region 5 - 79.49 per cent, and 
Region 6 - 70.44 per cent. 


Percentage Occupancy 


The average occupancy rate of all 146 
public general hospitals for the year was 85. 73 per 
cent; and this is considered by hospital authorities 
in the light of experience elsewhere to be unusually 
high. The rate for this same group of hospitals in 
1938 was 67.27 per cent; and the national average 
across the United States in 1946 was 73 per cent. 


Highest occupancy rate (94.46 per cent) 
in Ontario in 1948 was in hospitals between 50 and 
99 beds in size; lowest (73.15 per cent) was in the 
smallest hospitals, those under 25-bed capacity. 


Ontario's two convalescent hospitals had 
radically different occupancy rates--94.4 per cent 
in St. John's, and 78.2 per cent in Hillcrest. 


With the exception of Queen Elizabeth 
Hospital, Toronto, all hospitals for long-term pat- 
ients had occupancy rates in excess of 96 per cent. 
Queen Elizabeth Hospital's rate of 74.8 per cent 
was the result of a construction project which added 
new beds in 1948. Percentage for the entire group 
was 100.6 per cent of rated capacity. 


Private hospitals offering general care 
showed a lower rate than public general hospitals. 
They averaged 76.4 per cent occupancy. 


Days of Care 


Analyzing the total of 4, 854, 346 days 
of care (exclusive of 673, 744 newborn) in Ontario's 


TABLE A25 


PERCENTAGE OF PUBLIC GENERAL HOSPITAL ACTIVITY OCCURRING BY REGIONS IN 1948 


(including Red Cross Outposts, omitting Canadian Mothercraft Centre) 










| Percentage of 
Total Population 





Percentage of 
Hospital Admissions 
(adults & children) 





Percentage of Total 
Days of Care 
(adults & children) 


Region Region Region Region Region Region Region 
1 2 3 4 ) 6 1 



















5.15 10. 44 3.37 100% 
6.10 11.16 5.54 100% 
6.19 11.90 5. 16 100% 
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public general hospitals in 1948 by the authority 
under which various groups of the province's 146 
hospitals operate, it can be seen that 41.9 per cent 
is provided by voluntary association institutions, 
25.07 per cent by municipally owned hospitals, and 
31.5 per cent by various church hospitals. Table 
A27 gives further detail by size group as well as 
operating authority. 


During the year of this survey there were 
34, 367 days of care given in isolation hospitals and 
in the special sections or wards of general hospitals 
assigned to this function. There are no records or 
accurate estimates of the amount of isolation care 
given in general hospitals other than those with 
special facilities. 


Complete data on chronically ill and 
incurable patients are likewise unobtainable from 
the records which were being kept up to the time 
of this survey. Long-term patients in hospitals 


operated specifically for their care, in special wards 
or sections of general hospitals, and in active treat- 
ment beds of hospitals lacking special facilities 
can be counted, but not those in the province's 500 
to 600 unlicensed nursing homes. As shown in Table 
A21 there were 3, 365 patients in the former group, 
who received 1, 156, 396 days of care during the 
year. 


Private hospitals provided 233, 798 days of 
care to adults and children, and 36, 636 to newborn 
infants during 1948. They reported 17, 681 admissions 
and 4, 857 births. 


Correlation Between Availability and Use 


As might be expected when there is such 
a strong demand for hospital care everywhere in 
Ontario, the correlation between rate of utilization 
and the availability of accommodation is very close. 
This is demonstrated in Table A28. 
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TABLE A27 
DISTRIBUTION OF DAYS OF CARE 


BY OPERATING AUTHORITY AND BY SIZE GROUPS 
for year 1948 


Size OPERATING AUTHORITY 
of 
Hospital 


Under 25 beds 15, 182 66, 986 23,613 


25-49beds | 71,841 197, 446 123, 195 
50 - 99 beds 123, 086 349, 478 254, 950 
100-249 beds 334, 784 465, 331 486, 559 
250-500 beds 351, 408 370, 955 


Over 500 beds 672, 056 604,535 269, 262 


eae | 1, 216, 949 2,035, 184 1,528,534 54, 791 18,888 | 4,854, 


Percentage of 
Total Days of 25.07 41.90 31.50 Lars 
Care 





TABLE A28 


PUBLIC GENERAL HOSPITAL BEDS AND DAYS OF CARE IN RELATION TO POPULATION 


Region Region Region Region} Region | Region 
1 2 4 4) 6 7 


Beds per 1, 000 
Population 


Actual Days of 


Care per 1, 000 
Population 


Potential Days 
of Care per 
1,000 Population 
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CHAPTER VI 
INVENTORY OF ONTARIO’S HOSPITAL PERSONNEL 


Public General Hospitals 


The province's 146 public general hos- 
pitals employed a full-time staff of 20, 701 as of 
December 31, 1948, anda further part-time group 
of 1,817 workers, chiefly in nursing and dietary 
departments. Table A29 reveals the breakdown 
of these totals in detail. 


When the total rated bed capacity in 
these institutions--active treatment, isolation and 
long-term--is considered, this means 1. 33 full-time 
employees per bed on a province-wide average. 
Adding in the 1, 784 extra beds found in corridors, 
sun porches, etc., at the time of this survey, this 
ratio is reduced to 1. 22 workers per bed. 


It can be seen from Table A29 that there 
were 9, 924 other workers in hospitals, supporting 
doctors, nurses and internes in their care of the 
patient. Full-time medical staff made up .3 per 
cent of total staff; the nursing service, with all 
its categories, accounted for 50.08 per cent. (As 
indicated in the nursing section, not all of this latter 
group were giving nursing care only; many nursing 
assistants and some graduate nurses and students 
were obliged to accept domestic and other non- 
nursing duties.) Internes add another 1.67 per cent. 


In the supporting professional and tech- 
nical group of the clinical laboratory, x-ray, medical 
Social service, occupational and physiotherapy, 
medical records and pharmacy, there were another 


TABLE A29 


PERSONNEL IN PUBLIC GENERAL HOSPITALS OF ONTARIO, 
INCLUDING RED CROSS OUTPOST HOSPITALS 
(as of December 31, 1948) 


Office 
Admitting 
Information 
Purchasing 
Personnel 
Public Relations 
Housekeeping 
Laundry 

Linen 

Power 

Buildings and Grounds 


Nursing 

Doctors 

Internes 

Dietary 

Laboratories 
Pharmacy 
Physiotherapy and _ ) 
Occupational Therapy) 
Radiology 

Medical Records 
Others 


y. Subtotal. oe ee 





Grand Total 20, 701 1, nea em Suny: = 518 


6.4 per cent of the total; and the dietary department 
comprised 11.58 per cent. 


Business office, purchasing and stores, 
maintenance, power plant, laundry, and other per- 
sonnel accounted for the remaining 29. 97 per cent. 


Convalescent Hospitals 


Analysis of convalescent hospital staff 
in Ontario reflects both the difference in function 
from active treatment hospitals and the small size 
of the two units operating here. Both these hospitals 
are able to rely upon Toronto's public general hospitals 
for specialized services, and therefore find it unnec- 
essary to employ many technical workers. Two 


occupational therapists and one physiotherapist 
made up the technical group at the time of this survey. 
Nursing staff, registered and assistant, comprised 
28.05 per cent of total staff. The complete break- 
down is shown in Table A30. Convalescent hospital 
staff averages .58 per bed. 


Hospitals for the Chronically Ill and Incurable 


Like convalescent hospitals, these hos- 
pitals, too, depend upon nearby public general hos- 
pitals for many specialized services, at great 
savings to themselves in staff and equipment. 
The proportion of nursing staff (all categories) to 
total staff is higher than in convalescent units, approx- 
imately on a par with that encountered in public 


TABLE A30 


PERSONNEL IN ONTARIO'S TWO CONVALESCENT HOSPITALS 
(as of December 31, 1948) 


Full Time 


Administration 
Purchasing 
Housekeeping 








10 
0 
) 

Laundry and Linen) 8 

Power Plant ) 
Building and Grounds) 6 
Nurses 21 
Dietary 12 
Occupational Therapy 2 
Physiotherapy 1 


TABLE A31 


PERSONNEL IN ONTARIO'S 10 HOSPITALS FOR THE CHRONICALLY ILL AND INCURABLE 
(as of December 31, 1948) 


Administration 
Purchasing 
Public Relations 
Housekeeping, Laundry 
and Linen 
' Power Plant, Building 
and Grounds 


Nursing Staff 

Dietary 

Medical Records 
Pharmacy 
Occupational Therapy 
Physiotherapy 





general hospitals. As it shown in the nursing section, 
however, the proportion of nursing assistants to grad- 
uate nurses is much higher in this group than in public 
general hospitals. 


In the special services departments of the 
10 long-term hospitals in the province there were 
nine full-time and part-time occupational therapists, 
two physiotherapists (both in one hospital), four 
graduate dietitians, and one registered medical 
librarian. Total staff averages .51 per bed in these 
long-term hospitals. 


Licensed Private Hospitals 


Ontario's 48 licensed private hospitals 
serving the general field employ 471 persons ona 
full-time tasis and 29 part time. Distribution of 
this staff is similar to that found in the public general 


hospital of comparable size, with a notable pre- 
dominance of graduate nurses over other nursing 
personnel. Table A32 gives the complete detail. 


University, College and School Infirmaries 


There were, at the date of this survey, 
85 registered nurses and 77 nursing assistants em- 
ployed by this group to look after the 552 beds pro- 
vided in special hospitals and infirmaries in educat- 
ional institutions of the province. 


Summary of Personnel in All Hospitals 


Grand total of personnel in all types of 
hospital discussed in this chapter comes to 22, 414 
full-time, and 1,957 part-time. Table A33 sums 
this up. 


TABLE A32 


PERSONNEL IN LICENSED PRIVATE HOSPITALS IN ONTARIO 
(as of December 31, 1948) 


Full Time 


Registered Nurses 
Nursing Assistants (Female) 


Nursing Assistants (Male) 
All other staff 
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TABLE A33 


FULL AND PART-TIME PERSONNEL IN VARIOUS HOSPITAL SERVICES IN ONTARIO 
(as of December 31, 1948) 


Public General 
Convalescent 


Long Term 
Private 
Schools, Colleges and Universities 


56 





CHAPTER VII 
ESTIMATING ONTARIO’S HOSPITAL BED NEEDS 


In attempting to determine present and 
future hospital bed needs of the province, it is nec- 
essary to look beyond the hospital field proper, and 
even beyond the field of medicine and its related 
sciences. Many social and economic factors, and 
even the force of world events, all have a bearing 
on the question. For administrative reasons, because 
of the increasingly large amounts of public money 
involved and because of the necessity for a firm 
weighing of a logical and economically sound pro- 
gram against the pressures of local community 
pride, it is desirable to have some rigidity in hos- 
pital planning. On the other hand, however, there 
is need for flexibility to meet the changes occurring 
in the health field and to face the possible effects of 
an economic recession, rising costs, or other even- 
tuality. 


Both patient and physician have come to 
depend increasingly upon hospital service in recent 
years. Doctors prefer working in hospitals because 
they provide a wider range of modern laboratory 
techniques and procedures than was previously 
available, and in hospitals they have the benefit of 
consultation with specialists. Patients are more 
inclined to seek hospitalization today because over- 
crowding and other circumstances in many homes 
combine with a shortage of suitably-trained help to 
make home nursing care impracticable. Another 


factor is the limitation in many prepaid hospital 
insurance contracts providing payment of claims 
only when the patient is admitted to hospital. 


The wide gap between then and now is 
pointed up in Chart Al and in Tables A34 and A35. 
The line of admissions have been rising more rap- 
idly than the line representing total days of care; 
and this is accounted for by the progressively short- 
ening average length of stay--from 26.9 days in 
1900 to fewer than 10 days in 1948. 


Factors Tending to Increase Total Days of Care 


To keep pace With an estimated popul- 
ation growth of 100, 000 per year in this province 
and to provide 1,500 days of care per 1, 000 popul- 
ation, it will be necessary to add 500 beds each 
year. 


Available evidence suggests there will 
be a need for more maternity beds in public general 
hospitals. This is a direct result of the trend to- 
ward more hospital deliveries. In areas readily 


- accessible to hospitals it can be expected that all 


deliveries will soon take place in hospital, and even 
in remote parts of the province the figure may pass 
90 per cent in a very few years. 


TABLE A34 


A HALF CENTURY OF HOSPITAL EXPERIENCE IN ONTARIO 
(Covering all public general hospitals and Red Cross Outposts) 








Number of hospitals 
Number of hospital beds 
Number of hospital beds per i, 000 population 
Total number of births in hospital in Ontario 
Per cent hospital births to total births in Ontar 
Patients treated (adults and children) 
*Patients treated per 1,000 population 
Total days of care (adults and children) 
Total infant days of care 
Days of care per capita (including infants at 
+ adult per day) 
Average length of stay (including infants) 
Total deaths in hospital 


*Not including infants 


io 


Per cent hospital deaths to total deaths in Ontario 
Average cost per patient per day to the hospital 
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5, 077, 460 
686, 796 - 









1.19 
9.91 days 
17, 098 
39.41 
$8.31 















An increasing tendency on the part of 
Medical graduates to specialize will also increase 
the demand for hospital beds and equipment, since 
specialists require the facilities of the modern 
hospital in their practice. As general practitioners 
secure appointments to the medical staffs of hospitals 
there will be a further influence in this direction. 


The present average stay of fewer than 
10 days in public general hospitals is a result of 
more active diagnostic and treatment programs, 
but it is also directly related to the insistent de- 
mand for hospital accommodation. Hospital ad- 
ministration and medical staff have cooperated in 
encouraging discharges at the earliest possible 
moment. As more hospital beds are provided, this 
intensive pressure for discharge will lessen and 
a somewhat longer average length of stay may be 
expected. This will add to the total days of care. 


Factors Tending to Decrease Total Days of Care 


There were 499 patients in public general 
hospitals in Ontario as of Dec. 31, 1948, who had 
been there for more than a year (one of them for 
more than 19 years), and these 499 accounted for 
182, 634 days of care ina single year. When new 
and enlarged homes for the aged can be added, a 
number of these patients may be expected to be 
transferred from the hospitals. 


Extension of the use of Department of 
Veterans! Affairs hospitals will also relieve the 
burden on public general hospitals by looking after 
many ex-Service personnel. 


Introduction of home-care programs by 
community hospitals in Ontario may lead, as it has 
in some cities outside the province, to more days 
of care at home and fewer in hospital. Another 
development, which would cut down the use of active 
treatment beds for purely diagnostic purposes, would 


be that removal of hospital insurance limitations 
covering the insured's diagnostic expenses only after 
admission. 


Generally speaking, an extended period 
of prosperity enables the population to catch up on 
its unfilled medical needs. This is not to say that 
the people of Ontario have no unfilled medical needs, 
but the situation is much more favourable in this 
regard today than it was in the years immediately 
following the depression of the 1930's. 


Added to all these extra-medical factors 
are the continuing advances in medical science, 
which are sucessfully reducing the length of treat- 
ment and convalescence for many illnesses. 


Method of Estimating Hospital Bed Needs 


Many methods have been used in the 
past to estimate the demand or the need for hospital 
beds. Because of a lack of certain essential data 
on sickness in the population, however, none of 
these can be more than a well-informed estimate, 
nor can it yield more than a rough approximation 
of what beds may be required upon accepting certain 
assumptions. 


After considering various of these methods, 
including the "bed-death ratio", the Survey Committee 
decided to follow the practice of simply projecting the 
recent pattern of hospital-bed demand into the future 
and relating it to the best estimates available on the 
province's population increase to 1954. Because of 
variations in the pattern of hospital use in different 
parts of Ontario, these estimates were developed 
separately for each of the seven hospital regions. 


The method used here yields a result 
expressed in terms of the number of days of hospital 
care needed by each 1, 000 of the population. Such 
a figure reflects both admission rate and length of 
stay in hospital, and it has the further advantage of 


TABLE A35 


TRENDS IN HOSPITALIZATION - PUBLIC GENERAL HOSPITALS OF ONTARIO, 1901 - 1949 


1901 | 1911 | 1921 | 1931 | 1941 | 1946 | 1947 | 1948 | i949 


Number of hospitals 
Beds per 1,000 population 


Patients treated per 


1, 000 population 


Days of care per caput 
Per cent of births in hospital 
Per cent of deaths in hospital 


**Not available 
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being expressed in the unit (patient-day) used in 
hospital accounting. 


Table A35 shows how hospital records 
for the years 1931, 1936, 1941, 1946, 1947 and 
1948 were set down and related to official popul- 
ation figures to establish a days-of-care-per-thousand 
index. This was used to draw a hospital-care trend 
line, which, when related to reliable population 
estimates for the years 1950 to 1954, revealed the 
estimated days-of-care-need. The total days-of- 
care need in each region was reduced to the number 
of occupied hospital beds by dividing it-by 365. 
Accepting 75 per cent of rated bed capacity asa 
good average level of occupancy under normal con- 
ditions, these figures were multiplied by 4/3 to 
give the estimated number of beds required--25, 461 
for the province as a whole. 


Number of Active Treatment Beds Needed 


Bed needs of public general hospitals 
in each of the seven hospital regions are shown in 
Table A37, and in Table A38 a more recent net bed- 
need picture is shown, taking into consideration 
construction programs now planned or already under 
way. This reveals that these projects will make 
up 45.1 per cent of the province's total estimated 
needs by 1954; but the following regional breakdown 
is more significant than the provincial total as a guide 
to the location of future projects. 


There was a net gain in approved bed 
capacity of 937 beds in 1949. The number of new 
beds constructed was actually larger, but because 
some of these replaced obsolete beds they are not 
added to the total available. In 1949 there were an 
additional 3, 608 beds in varying stages of construction 
and a further 159 in an advanced stage of planning. 


Again a larger total number of beds are being built, 
but some are replacing obsolete accommodation. 


Elsewhere in this report it has been 
shown that 4, 619 beds were considered unacceptable 
for planning purposes by the Survey Committee, 
either through obsolescence or because of fire haz- 
ards. When this number is added to the estimated 
deficiency of 5, 725 in rated bed capacity, a total 
construction requirement of 10, 344 public general 
hospital beds results. 


Local and Area Surveys 


The hospital-bed requirement of any 
community or area depends upon a great many 
factors, the chief ones being the customs of the 
people, the pattern of medical practice, the econ- 
omy of the area, and the location of medical school 
facilities. . 


The committee recognizes that the over- 
all figures which have been computed may be sub- 
jected to criticism, and records its conviction that, 
notwithstanding any area or region "pattern est- 
imate", before any hospital is built a comprehensive 
local survey should be done, and that such surveys 
should include a careful and critical assessment of 
the current use of existing facilities to determine 
whether or not they are being efficiently used. 


A detailed distribution of beds and fac- 
ilities at the community level has not been set down 
by the Survey Committee. When the question of 
building a new hospital or expanding an existing one 
does arise, the circumstances should be examined 
in detail by a competent staff that has access to all 
records and facts. This responsibility would be 
one of the most important duties of the Ontario 


TABLE A36 


ACTIVE TREATMENT BEDS NEEDED AND PLANNED BY REGIONS 


New Active Treatment New Beds Provided Percentage of Need 
Beds Needed by 1954 by Present Plands Already in View 


Region 1 
Region 2 
Region 3 


Region 4 


Region 5 


Region 6 


Region 7 





Ontario Total 10, 429 4, 704 45.10 
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ESTIMATED PUBLIC GENERAL HOSPITAL BED NEEDS OF HEALTH REGIONS IN ONTARIO 


Days of Care 
per 1,000 of 
Population 


Estimated 
Population 
for Years: 


Estimated 
Need of Days 
of Care per 
1, 000 of 
Population 


Estimated 
Number of 
Occupied 
Beds 


Estimated 
Number of 
Beds at 75% 
Occupancy 


Net Bed Needs} 1950 


TABLE A37 


BY DAYS OF CARE APPROACH 


825.50 
912.77 
970. 36 
1084. 00 
1068. 00 
1090. 98 


1,872, 218 
1,919, 023 
1, 966, 999 
2,016, 174 
2, 066, 578 


1, 200 
1, 275 
1, 350 
1, 400 
1, 450 


6, 155 
6, 704 
7, 275 
7, 734 
8, 210 


8, 206 
8, 938 
9, 700 
10, 310 
10, 946 


2, 150 
2, 882 
3, 644 
4, 254 
4,890 
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960.19 
1024. 45 
1037. 45 
1366. 07 
1406. 38 
1371.01 


219, 766 
220, 118 
220, 470 
220, 823 
221, 176 


1, 400 
1, 450 
1, 500 
1,550 
1,575 


862 
874 
906 
937 
944 


1,151 
1, 166 
1, 208 
1,218 
1, 259 


159 
174 
216 
226 
267 


1024.67 
1018.53 
1142. 22 
1367.58 
1302.90 
1301.09 


453, 013 
457, 543 


624. 41 
707. 26 
806. 65 
1049. 28 
975.13 
970. 94 


332, 174 
341, 807 
351, 719 
361, 919 
372, 415 


1, 025 
1, 100 
1,175 
1, 250 


1, 300 


933 
1,031 
1,133 
1, 239 
1, 326 


1,110 
1,374 
1,510 
1, 653 
1, 768 


232 
496 
632 
775 


988.99 
96. 63 
1279.51 
1696. 71 
1561.65 
1518.10 


174, 600 
179, 838 
185, 233 
190, 790 
196,514 


1,575 
1, 625 
1, 675 
1, 700 
1,725 


753 
800 
850 
904 
929 


1, 004 
1, 066 
1, 133 
1, 205 
1, 238 


186 
248 
315 
420 





TABLE A38 
CONSTRUCTION PROGRAM FOR PUBLIC GENERAL HOSPITALS IN ONTARIO 


(As of December 31, 1949) 


Rated - 
Bed Capacity 
Dec. 31, 1948 


Net Gain by 
Construction 
completed 1949 


Rated 
Bed Capacity 
Dec. 31, 1949 


Under construc- 
tion, to be 
completed 1950 


1951 


1952 


1953 


Contemplated 
Construction 


Tota] Possible 
Beds in View 


Recommended 
by 1954 


Remaining 
Need 





TABLE A39 


ESTIMATED NEED OF BEDS FOR THE LONG-TERM PATIENT, 1950-1954 


Total Capacity 


for Long-Term, 1948 2.030 
Patients 










Estimated 
Population 732, 986 | 599, 193 | 1, 782, 004 | 219, 064 | 444,087 | 313,714 | 164, 714/44, 255, 626 


Beds per 1, 000 : ; . 96 . 20 . 69 . 10 : 47 


Total Days of 
Care for Long- 246, 686) 146, 752 479,744 | 41,453 177,427 21, 978]11, 156, 396 
Term Patients 


269 189 400 271 


Estimated 744, 761| 635, 684 | 1,872,218] 219,766 | 453,013 174, 600/4, 432, 216 
Population 1, 919, 023 | 220,118 | 457,543 179, 838]]4, 523, 803 
for Years: 1,966,999 | 220,470 | 462,118 185, 233|4, 617, 662 

2,016, 174 | 220,823 | 466, 739 190, 790]4, 713, 854 


2,066,578 | 221,176 | 471,406 196, 514]/4, 812, 439 
Estimated 300 250 450 
Days of Care 350 300 500 
per 1,000 350 550 
400 600 
650 
559 3, 865 
4, 558 
5, 28C 
6, 031, 
6, 810 
Estimated 4,073 
Number of 4,799 
Beds at 95% ; 5,007 
Occupancy 6, 351 
7,168 
Net Increase 2, 043 
in Beds. 2,819 
3,577 
4,371 
5, 185 
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Hospital Commission which is recommended in 
this report. 


Need vs. Demand for Hospital Beds 


There is a difference between the need 
for hospital care and the true demand. The former 
can only be assessed by careful local enquiry; the 
latter is determined by the number of beds in use 
and the number of persons awaiting admission. 
Demand 1s conditioned by factors other than true 
need in a medical sense. The demand may be either 
greater or less than need--in the former case there 
can be said to be excessive hospitalization, and in 
the latter case there may be deficiency in hospital 
care. 


Facilities for the Care of Long-term Illness 


The long-term field of hospital care has 
only recently begun to be at all well defined, and for 
this reason records of past experience are lacking. 
In the absence of a dependable trend line, it has been 
necessary to establish as accurately as possible the 
volume of long-term care given in 1948, and to assume 
that the trend line is upward. 


The total volume of long-term care given 
in hospitals for the chronically ill, for incurables, 
and in special wards and beds of public general 
hospitals assigned to long-term patients in 1948 has 


been secured and days of care for the year were 
calculated on a 90 per cent occupancy basis. Table 
A39 shows that during the year, there were 271 days 
of long-term care for each 1, 000 of the population 
of Ontario. 


It must be recognized in estimating the 
future needs of this group that the records reveal 
only a fraction of the total number in the province 
actually in need of long-term care. By conservative 
estimate there is at least a number equal to the 
above now in official or voluntary homes for the 
aged, in unlicensed nursing homes, receiving home 
care, or in circumstances in which necessary care 
cannot be obtained. As facilities become available, 
many from these groups will find their way into 
proper institutions. 


Table A39 shows estimates for the years 
1950 to 1954, based on 1948 experience in the various 
regions of the province. Expansion from 2, 030 long- 
term beds in 1948 to 7, 168 in 1954 is projected and 
distributed by regions. New long-term beds already 
being added to the province's complement are shown 
in Table A40. These would make a total of 3, 160 
such beds available by 1953. Conversion of some old 
public general hospital beds may add a small number 
to this total, but present plans are expected to leave 
a net shortage of 2,025 long term beds. 


It is only in large urban service areas 
with a population in excess of 100, 000 that separate 


TABLE A40 


CONSTRUCTION PROGRAM TO PROVIDE LONG-TERM BEDS 


At December 31, 1948 

















Rated Bed Capacity 
December 31, 1948 


Completed 1949 





Under Construction, to 
be completed in 1950 


1951 
1952 
1953 


Total Possible 


Capacity 804 


Region Region Region} Region | Region | Region | Region | ontario 
1 2 3 4 5 6 7 


1, 147 






54 31 
115 


EF 


institutions for general long-term care would seem 
warranted. Where the size of the unit required 
falls below 100 beds, it would seem wiser to develop 
long-term facilities in conjunction with the public 
general hospital, either as a ward or section of 
that hospital or in an adjoining building. 


In a very small hospital even a few long- 
term patients may reduce very materially its capacity 


for service. Introduction of a small ward for long- 
term patients in the small hospital may make it 
difficult to control admitting policies and result in 
the whole unit becoming primarily a long-term in- 
stitution. It would seem wise to limit this develop- 
ment in smaller communities and await the establish- 
ment of Ontario's new homes for the aged. 
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CHAPTER VIII 
ONTARIO’S HOSPITAL PERSONNEL NEEDS 
Public General Hospitals 


Table A41 summarizes the inventory and basic survey date, Dec. 31, 1948, and they will 
estimated needs of public general hospitals inthe of course grow with the demand for hospital care 
province for professional and technical personnel, and the opening of new hospital beds. 
both full-time and part-time. Needs are as of the 


TABLE A41 


INVENTORY AND ESTIMATED NEEDS OF PUBLIC GENERAL HOSPITAL PERSONNEL 
(as of Dec. 31, 1948) 


PRESENT | PRESENT STAFF | | SUGGESTED STAFF | STAFF | SHORTAGE 


CLINICAL 
LABORATORY 


COMBINED 
LABORATORY 
AND X-RAY 
TRAINING 


Registered 
Trained 


Registered 
& Trained 


Trained 





Registered 
Trained 





DIETITIANS 


MEDICAL 
RECORDS 


Univ. Trained 
College Trained 





Registered 


Trained 
Other Office Staff 








PHARMACY 


PHYSIO- 
THERAPY 


COMBINED 
OCCUPATIONAL 
AND PHYSIO- 
THERAPY 


OCCUPATIONAL 
THERAPY 


SOCIAL 
WORKERS 


Registered 
Trained 
Registered 


Trained 





Registered 


Registered 


Trained 





Univ. Grads. 


Community Agency 


Others 





— 


= uN 





Nursing staff needs of this group of 
hospitals are discussed at length in the section on 
nursing care. 


Convalescent and Chronic Hospitals 


Staff needs in convalescent hospitals and 
in those for. the long-term treatment of the chronically 
ill and incurable are mainly in the field of occupat- 
ional and physiotherapy. Their nursing department 
needs are dealt with in the section on nursing care. 


A treatment program of physical medicine, 
with heavy accent on rehabilitation, will require a 
substantial increase in the numbers of physio- 
therapists and occupational therapists trained. Up 
to the time of this survey this group of hospitals 
had to depend largely upon public general hospitals 
for the training of their specialized personnel. It 
would seem that the facilities of long-term hos- 
pitals themselves could be utilized for such training. 


Pathologists in Ontario 


There were 43 certified pathologists 
(some with bacteriological qualifications) practising 
in the province as of December 31, 1948, plus two 
other medical men with varying amounts of special 
training in the field. This is 22 short of the est- 
imated minimum need using the standard of one 
pathologist for every 80,000 to 100, 000 population, 
and allowing for the continuing growth of hospitaliz- 
ation and diagnostic services. 


Radiologists in Ontario 


There were 84 certified radiologists in 
the province, plus five other medical men with 


some special training in this field at the time of 
this survey. Using a standard of one radiologist 
for each 40, 000 population and ensuring a province- 
wide distribution of their services, there should 
be 109 practising--a shortage of 25. This is for 
the public general hospital field only and does not 
include services to Ontario mental hospitals and 
sanatoria and other special services. 


As mentioned in the introduction to this 
report, there is some dissatisfaction and considerable 
confusion over the question of remuneration to 
radiologists under contract to one or more hospitals 
in the province. A study made in 1948 by the Ontario 
Hospital Association disclosed the following arrange- 
ments entered into by 77 hospitals in the province: 


20 hospitals paid their radiologist a straight 
salary, 
4 paid a salary plus a percentage of radio- 
logy department gross receipts, 
6 paid a salary plus a percentage of radio- 
logy department net receipts, 
26 paidastraight percentage of gross receipts, 
D paid a straight percentage of net receipts, 
6 paid bysome unspecified percentage arrange- 
ment, 

6 paid on a straight unit fee basis, 

4 used the radiologist's privately owned 
equipment in the hospital and permitted 
him to bill all patients directly. 


An additional 49 hospitals responding in 
part to the questionnaive failed to indicate even in 
general terms the arrangements made with their 
radiologists. 


TABLE A42 


PRESENT (Dec. 31, 1948) AND SUGGESTED DISTRIBUTION OF PATHOLOGISTS 
BY HEALTH REGIONS OF ONTARIO 


1 





732, 986 










599, 193 
1, 782, 004 
219, 064 
444, 087 
313, 714 


164, 578 


Population Now Certified Estimated Need 
8* 11 










Shortage 
& 









————— eS ee  eeeeeenenceeeeseneess ensemeneeneeeeneneseeeee ee eee 





* . One not in practice. 
** _ Two trained but not certified. 
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A further investigation by the Survey 
Committee field staff revealed a number of hos- 
pitals which were under contract to pay their radio- 
logist as much as 60 per cent of the department's 
gross revenue, and several others paid 50 per 
cent of the gross receipts. In 1949 gross receipts 
from radiology departments of all public general 
hospitals in Ontario totalled $3, 485, 838. 27. 


Several radiologists had contracts with 
two or three, and in one case as many as five hos- 
pitals, and received salaries and/or 30 to 50 per 
cent of gross receipts from each. In terms of 
dollars, these arrangements represented upwards 
of $20, 000 in the top group during the year of the 
survey. 


An arrangement that seemed popular 
with some radiologists guaranteed a minimum 
salary of, say $6,000 plus 50 per cent of receipts 
(net in some cases, gross in others) over $10, 000 
or $12,000 a year. In the case of many radio- 
logists, this income from hospitals comprises only 
a portion of the specialist's total income, since his 
hospital duties are part-time and he is able to carry 
on his private practice as well. 


In many parts of the province a radio- 
logist's services were not available even on a part- 
time basis and x-ray plates had to be sent by mail 
toa larger hospital centre; while in others the 
local staff doctors, not certified in radiology, end- 
eavored to take their own plates and read them. 


Clinical Laboratory Technicians 


There were 343 registered laboratory 
technicians in all health fields in Ontario at the 


date of this survey. There were 187 registered 
technicians and 68 trained technicians assigned 
full-time to public general hospitals (Table A41). 
In smaller hospitals laboratory service was given 
by part-time workers from other departments. 
as a matter of fact the need in hospitals with fewer 
than 50 or 60 beds would seem to be for technicians 
trained in both clinical laboratory and radiography 
techniques. Such a combined course is available 
in several provinces. 


To build existing laboratory services 
(at Dec. 31, 1948) up to strength and to anticipate 


a steadily increasing demand, it is estimated that 


256 hospital-and university-trained and registered 
technicians are needed in Ontario. This reflects a 
shortage of 69 in public general hospitals alone. 


Fourteen of the larger public general 
hospitals had 59 technicians in training when this 
survey was made, the Mountain Sanatorium at 
Hamilton had two; and the University of Western 
Cntario was offering a three-year course leading 
to B.Sc. degree in laboratory technology. The 
latter course provided practical supervised work 
in London general hospitals. 


By December, 1950, there were 20 
public general hospitals in Ontario with approval 
from a special committee of the Canadian Medical 
Association to operate schools for laboratory tech- 
nologists. These 20 hospitals had facilities for 
accepting a possible 110 students, but at the above 
date they were training only 67. It is estimated 
by the Canadian Society of Laboratory Techno- 
logists that approximately 100 new technicians are 
required each year to replace those lost through 
marriage, and migration to other provinces and to 


TABLE A43 


PRESENT (Dec. 31, 1948) AND SUGGESTED DISTRIBUTION OF RADIOLOGISTS BY HEALTH 


REGIONS OF ONTARIO 





Now Certified Estimated Need Shortage 
1 20 23 3 






the United States. (Estimates indicate a shortage 
of about 4, 000 laboratory technicians in the U.S. A.) 


Training facilities in this field were 
reported to be limited by shortage of laboratory 
Space and equipment and a scarcity of qualified 
instructors. 


Radiography Technicians 


Of 196 x-ray technicians registered 
with the Ontario Society of Radiographers at Dec. 
31, 1948, there were 103 employed by public general 
hospitals. These hospitals also employed a further 
79 technicians who were trained but not registered. 


Table A41 reveals an estimated short- 
age of 209 technicians in public general hospitals, 
plus a need for 35 combination laboratory-radio- 
graphy technicians. In 20 smaller hospitals a staff 
member with a shorter training in radiography is 
needed. 


Until recently radiographers were trained 
primarily in the radiology departments of general 
hospitals under a qualified radiologist as defined by 
the Canadian Association of Radiologists. Twenty- 
seven such students were preparing to write registr- 
ation examinations early in 1949. 


Since the date of this survey, two new 
training centres have been organized--a three- 
year B.Sc. course at the University of Western 
Ontario, and a two-year course under the Exten- 
sion Department of the University of Toronto which 
would qualify students for O.S.R. registration. 


Hospital Dietitians 


There were 87 university graduate dietit- 
ians in public general hospitals when this survey 
was conducted and 20 who were trained in special 
college programs. Only one hospital under 50-bed 
capacity had a dietitian on the staff. Table A41 
indicates a need for 176 dietitians. 


The Universities of Toronto and Western 
Ontario offer courses in Home Economics which are 
approved by the Canadian Dietetic Association, and 
41 dietetic internships are approved in four public 
general hospitals--21 at Toronto General; nine at 
Western Hospital, Toronto; five at St. Michael's, 
Toronto; and six at Hamilton General Hospital. 


Hospital Pharmacists 


Survey studies found 49 graduate pharm- 
acists employed full time by public general hospitals 
in Ontario, 26 employed part time, and 29 in training. 
In smaller hospitals without pharmacists members 
of the nursing staff are assigned to work in the 
pharmacy dispensing routine drugs and supplies. 
In a few cases members of the medical staff com- 
pounded prescriptions, but in the majority of these 
hospitals prescriptions were sent out to a local 
drugstore. 
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Table A41 indicates a need for 91 full- 
time hospital pharmacists in the province, and in 
addition to these, part-time pharmacists should be 
available to hospitals with fewer than 70 beds acc- 
ording to their particular needs. 


There were no special courses in hospital 
pharmacy at the time of this survey. A candidate 
for a hospital post qualified by serving a hospital 
apprenticeship after graduation from the Ontario 
College of Pharmacy, Toronto. 


Physiotherapists 


Of the 138 members of the Canadian 
Physiotherapists Association in Ontario, 50 were 
found to be attached to the staffs of public general 
hospitals when this survey was conducted. Table 
A41 estimates that the province needs 94 physio- 
therapists and 52 with combined occupational and 
physiotherapy training. The versatility of this 
latter group will be particularly valuable to hos- 
pitals in the 50 to 200-bed group. 


The University of Toronto has recently 
transferred the training of physiotherapists from 
the Department of Extension to the Faculty of Med- 
icine, where is it intended to combine the training 
of occupational and physiotherapists in a single 
three-year course. This was the only centre in 
the province for training in physiotherapy. 


Occupational Therapists 


Ten full-time and two part-time occupat- . 
ional therapists were reported on public general 
hospital staffs in Ontario at Dec. 31, 1948. It is 
estimated that 36 graduates in this work are needed 
by larger hospitals in the province, in addition to the 
92 combined occupational-physiotherapists mentioned 
above. Again the University of Toronto was the 
only training centre in the province at the time of 
this study. 


Medical Record Librarians 


With a few notable exceptions, medical 
records in Ontario public general hospitals are 
poorly orgainzed and inadequate, despite the fact 
that a provincial regulation requires their being 
kept on every patient admitted for treatment. In 
some instances this deplorable situation can be 
traced to a shortage of qualified record staff and 
the inadequacy of library facilities, but a great 
deal can be attributed to a lack of interest and 
effort on the part of the medical staff. 


The Association of Medical Record 
Librarians lists 79 registered members in Ontario 
and reports 61 of these to be located in public gen- 
eral hospitals; but this survey yielded only 39 
reported by hospitals themselves as working in the 
medical records department. There are another 
33 trained but not registered. It is estimated that 
128 are needed in the province's larger hospitals, 
and that some training in this important work should 


be made available to office personnel in the smaller the Hotel Dieu, Kingston, offered the only two 
hospitals. courses available to medical-record librarians 
in Ontario. Capacity of the former was eight students 


St. Michael's Hospital, Toronto, and _ per year, the latter four or five. 
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CHAPTER IX 


TORONTO METROPOLITAN 


Map A2 shows the distribution of 16 
hospitals in relation to metropolitan Toronto and 
its surrounding municipalities. Two new public 
general hospitals under construction (Mount Sinai 
and Hospital for Sick Children) are also shown. 


It is clear from this concentration of 
hospital facilities that Toronto is a medical centre 
likely to draw patients from far beyond its local 
boundaries. Location of the Faculty of Medicine 
of the University of Toronto, the Banting Institute 
and Connaught Medical Research Laboratories here, 
and the city's strategic location at the hub of high- 
way, airline and railway systems are important 
factors in attracting large numbers of patients 
from distant parts of the province and even from 
outside the province. Further enhancing the city's 
standing as a vital medical centre is the location 
here of the provincial Department of Health, and 
the headquarters for many national and provincial 
health organizations, such as the Canadian Medical 
Association, Canadian Public Health Association, 
Canadian Hospital Council, Canadian Red Cross 
Society, Health League of Canada, Canadian Mental 
Health Association, Ontario Medical Assoication, 
Ontario Hospital Association, Ontario Society for 
Crippled Children, etc. 


Flow of Patients to Toronto Hospitals 


In Table A45 the Survey Committee 
publishes a patient origin analysis covering dis- 
charges and deaths in Toronto hospitals in 1948. 
This was compiled by the Survey Committee staff 
from reports made by each hospital, and it dis- 
closes that 87,130 patients of the 124, 938 total 
(69.74 per cent) gave their address as Toronto, 
a further 24, 028 (19.23 per cent) claimed residence 
in York county outside Toronto proper, 13,102 
(10.49 per cent) came from other parts of Ontario 
outside York county, and the remaining 678 (.54 
per cent) stated their residence as being outside 
the province. 


It should be pointed out that inaccuracies 
undoubtedly exist in the distribution as between 
Toronto city proper and York county outside the 
city, because there is confusion arising from the 
postal address zone system. For example, a patient 
from East York has as his postal address "Toronto 
5", and he may enter his postal address on his 
hospital admission card. Or Leaside, a suburb 
of Toronto, is in Toronto 17 so far as postal zoning 
goes. It may very well be, therefore, that the City 
of Toronto's 69. 74 per cent should-be somewhat 
smaller and York county, excluding Toronto, some- 
what larger than 19.23 per cent. 


This does not invalidate the information 
on patients from beyond the city and York County, 
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HOSPITAL SERVICE AREA 


and these data, analysed by county and by each of 
the 10 public general hospitals in the metropolitan 
area (all are in Toronto proper except Toronto 
East General) yields the following Table A44 


TABLE A44 
RESIDENCE OF ALL YORK COUNTY 
PATIENTS IN 
TORONTO GENERAL HOSPITALS 1948. 


(BASED ON DISCHARGES AND DEATHS, AND 
INCLUDING INFANTS) 






























Total 


No. of Per 
‘Patients cent 


Place of Residence 





Toronto 
East York Township 
Scarboro Township 
North York Township 
York Township 

King Township 
Vaughan Township 
Markham Township 
Etobicoke Township 
Gwillimbury Township 
Georgina Township 
Whitechurch Township 
Forest Hill Village 
Leaside 
Weston 
Swansea 
Mimico 

New Toronto 
Long Branch 












"839 
111,158 | 100.00 
87,130 | 78.384 


24, 028 21.616 


This table is compiled from the reports 
to the provincial health department by 
Toronto's 10 public general hospitals, 
but because some residents of suburban 
municipalities may give their Toronto 
postal zone address rather than their 
actual municipality of residence, the 
Toronto total as it appears may include 
a number of patients from surrounding 


Total 
Toronto 


York County 
Excluding Toronto 









NOTE: 


townships, For example part of East 
York Township is in Toronto postal 
zone No. 5. 


TABLE A45 


RESIDENCE OF ALL PATIENTS IN TORONTO PUBLIC GENERAL HOSPITALS IN 1948 


(Based on discharges and deaths, and including infants) 


County or 
District of 
Residence 


Number of 
Patients 


Algoma 
Brant 
Bruce 
Carleton 
Cochrane 
Dufferin 
Dundas 
Durham 
Elgin 
Essex 
Frontenac 
Glengarry 
Grenville 
Grey 
Haldimand 
Haliburton 
Halton 
Hastings 
Huron 
Kenora 
Kent 
Lambton 
Lanark 
Leeds 
Lennox & Addington 
Lincoln 
Manitoulin 
Middlesex 
Muskoka 
Nipissing 
Norfolk 


County of York, excluding Toronto....... 
City of Toronto ‘only ser eee re eee 
Province of Ontario, excluding York .... 
Outside Province of Ontario ........... : 


County or 
District of 
Residence 


Number of 
Patients 


Northumberland 
Ontario 

Oxford 

Parry Sound 
Peel 

Perth 
Peterborough 
Prescott 

Prince Edward 
Rainy River 
Renfrew 
Russell 

Simcoe 
Stormont 
Sudbury 
Thunder Bay 
Temiskaming 
Victoria 
Waterloo 
Welland 
Wellington 
Wentworth 

York 

Total Ontario 
Quebec Province 
Other Provinces 
United States 
Other Countries 
Unknown 





24,028 - 19.23 per cent of total 
87,130 - 69.74 " sg Ae bynes 
13,102 - 10.49 " Mo. sa 
678 ay : 54 W iT " " 
124,938 100.00 
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TABLE A46 


PERCENTAGE OF PATIENTS FROM OUTSIDE YORK COUNTY IN EACH TORONTO PUBLIC 


GENERAL HOSPITAL IN 1948 (Based on discharges and deaths and including infants) 


Total 
Discharges 
and Deaths 


Hospital 


Toronto General 

Toronto St. Michael's 
Toronto St. Joseph's 
Toronto Western 

Toronto East General 
Women's College 
Salvation Army Grace 
Hospital for Sick Children 
Mount Sinai 

Lockwood be Res chen tees 





Discharges and 
Deaths from Out- 
side York County 


Percentage of Hospital's 
Discharges and Deaths in- 
volving non- York Patients 


—_ 


OrPPNAOAA 


“op 


2 


Length of Stay in Toronto Hospitals 


A study of average lengths of stay of 
all patients in public general hospitals in Toronto 
in 1948 reveals that patients from beyond the city 
and its surrounding county of York remained in 
hospital nearly a full week longer. The average 
stay of these patients was 17.07 days, as against 
10.95 for city and York county patients. From 
this it may be deduced that patients travelling a 
greater distance to the province's chief medical 
centre did so because they were suffering from 
some unusually severe or complex illness. 


Metropolitan Area Hospital Inventory 


The Ontario Department of Health listed 
18 hospitals--12 public general, two convalescent, 
and four for the chronically ill and incurable--as 
operating under the Public Hospitals Act in 1948. 
As of August 25, 1948, however, Wellesley Hospital 
became a division of Toronto General Hospital, and 
the two are consequently regarded as a single hos- 
pital by the Survey Committee. It is doubtful, too, 
whether the Canadian Mothercraft Centre, Toronto, 
should for survey purposes be classified as a hos- 
pital, despite the fact that it comes under the Public 
Hospitals Act in official records. By its own state- 
ment, its purpose is "the development of the craft 
of motherhood to the point where all women may 
understand the proper care of themselves, and 
their children before and after birth". 


One hospital, privately operated as a 
limited company, was given provincial government 
approval under the Public Hospitals Act in 1929. 
In 1948 it cared for six municipal indigent patients-- 
comprising 210 indigent patient days of care out of 
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a total of 9,352 days of care for all patients, Its 
provincial government maintenance grant in 1948 
amounted to $95.25, and by virtue of its public 
hospital status it was eligible for certain other 
advantages including exemption from federal sales 
tax and from certain municipal taxation. 


This, then, leaves 16 hospitals in the 
Toronto metropolitan area, providing a total rated 
bed capacity of 5,006. These are listed in Table 
A47. Allare operated by voluntary agencies with 
the exception of Lockwood Clinic, (private general) 
and Runnymede Hospital (for the chronically ill). 
Runnymede is managed by a voluntary board of 
directors, who had the building in trust from the 
City of Toronto. Any operating deficit is made 
up by the city. 


Three of the 10 public general hospitals 
in this group have special admission policies. The 
Hospital for Sick Children, as its name implies, 
admits only children (and with the exception of St. 
Joseph's in West Toronto it offers the only organized 
paediatric service in the area). Women's College 
Hospital will admit only female patients; and Salvation 
Army Grace Hospital also limits its admission to 
women, and primarily to maternity cases. 


Public General Hospitals 


The 10 public general hospitals in the 
Toronto metropolitan area offer a rated capacity of 
3,954 active treatment beds. They range in size 
from the Toronto General with 1, 408 beds to the 
Lockwood Clinic with 48. Related to population 
of the city only, this would have meant 5.3 beds 
per 1,000 population; but the fact that the hospitals 
themselves report only 69.73 per cent of their 


TABLE A47 


SUMMARY OF TORONTO METROPOLITAN AREA HOSPITALS, BED CAPACITY AND PERCENTAGE 
OCCUPANCY AS OF DEC. 31, 1948 





Public General Hospitals 










Toronto General 
Toronto East General 
Toronto Western 

St. Michael's 

St. Joseph's 
Women's College 
Sick Children's 
Mount Sinai 

Salvation Army Grace 
Lockwood Clinic 










Total — 


Convalescent Hospitals 


St. John's, Newtonbrook 
Hillcrest 





Total 


Long-Term Hospitals 






Queen Elizabeth 
Runnymede 
Our Lady of Mercy 

Home for Incurable Children 


Total 


Grand Total 


patients as residents of Toronto proper reduces 
this ratio substantially. Estimates based on the 
population of the actual service area of these hos- 
pitals would make it 3.66 beds per 1, 000. 





These hospitals, as can be seen in Chart 
II, were operating at capacity in 1948. Even in the 
months of July and December, when normally both 
physician and patient have less desire to use the 
hospital, their occupancy rate did not drop below 
75 per cent of rated bed capacity. 


Patients resident in. York County were 
given 1,032,370 days of care in these hospitals in 
1948, and those from outside York County an add- 
itional 229, 800 days, not including infant days of 
care. 


Convalescent Hospitals 


St. John's Convalescent Hospital at 
Newtonbrook, just north of Toronto, and Hillcrest 
Convalescent Hospital in the city proper, have 
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been dealt with in detail in Chapter III as part of 
the provincial inventory, because they were listed 
as the only public convalescent hospitals in Ontario. 
They add a total of 103 beds to the Toronto met- 
ropolitan area, and 883 admissions, and provided 
37, 732 days of care in 1948. 


Hospitals for the Chronically Ill and Incurable 


Long-term care is given in four in- 
stitutions in Toronto licensed under the Public Hos- 
pitals Act. Their rated bed capacity in 1948 was 
949--a ratio of .87 long-term beds per 1, 000 pop- 
ulation in the Toronto service area. 


These four hospitals rendered 299, 099 
days of care in 1948; and the public general hos- 
pitals in the area reported giving an additional 
58, 801 days of care to patients classed as chronically 
ill in the same period. Adding these two groups, 
there were 357, 900 days of long-term care provided 
in the Toronto metropolitan area in 1948. Of all the 
long-term patients discharged in 1948, 83 per cent 
were reported residing in York county. 


JANUARY 
FEBRUARY 
MARCH 
APRIL 
MAY 
JUNE 
JULY 


AUGUST 


SEPTEMBER ff 


OCTOBER 


NOVEMBER 


DECEMBER 


CHART A2 


PERCENTAGE OCCUPANCY BY MONTHS 


~IN TORONTO PUBLIC GENERAL HOSPITALS 


~----------- FOR 1948 ------------- 


86.65 


87.84 


90.93 


90.72 


86.97 


85.1 


76.64 


84.35 


89.18 


87.06 


91.88 


75.53 


(This represents the averaged experience of 10 Toronto public general hospitals which had 


a recognized bed capacity of 3,954 and a record of 124,938 discharges and deaths in 1948) 


-Ontario Health Survey Committee 
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Private Hospitals 


At the time of this survey there were 
eight hospitals in Toronto operating under the Private 
Hospitals Act. They offered 153 beds and 44 bas- 
sinettes. Two were licensed for maternity patients 
only, one limits its work to the surgical care of 
patients with hernia, and one is exclusively for 
the treatment of male patients with chronic alcoh- 
olism. 


Table A47 records 4, 377 admissions to 
these eight private hospitals during 1948, and 51, 235 
days of care. Their occupancy rate was 91.5 per 
cent and the average length of stay was 11.7 days. 


Other Hospital Facilities in the Toronto Area 


Although this report is chiefly concerned 
with the foregoing categories of hospital--public 
general, convalescent, chronically ill and incurable, 
and private--the metropolitan area picture would 
not be complete without reference to the following 
other units. 


As of December 31, 1948, the Department 
of Veterans' Affairs was operating 600 beds at 
Christie Street Hospital, Toronto. (D.V.A. patients 
have since been moved to the new 1, 400-bed Sunny- 
brook Hospital opened just north of the city.) D.V.A. 
also operated Red Chevron Hospital for long-term 
patients and pensioners of the three armed services; 
and up to March 31, 1950, Lyndhurst Lodge was 
another D.V.A. unit for retraining veteran para- 
plegics. (Lyndhurst Lodge has since been converted 
to civilian use, making 35 beds and out -patient 
service available for rehabilitation of civilian para- 
plegics. ) 


For active military personnel in this 
area the Department of National Defence operates 
Chorley Park Military Hospital (100 beds), anda 
10-bed sick quarters at the R.C.A.F. station in 
Toronto. This brought the number of beds under 
federal jurisdiction in the Toronto metropolitan 
area as of December 31, 1948, to 2,055. 


Two Ontario Mental Hospitals--at New 
Toronto, and at 999 Queen St., West, Toronto, 
and the Toronto Psychiatric Hospital add 1, 922 
beds to the area's complement for special illness; 
and two sanatoria account for another 766 beds. 
Both these categories of hospital are studied in 
detail in separate sections of the Survey Committee's 
report. 


The Department of Health of Toronto 
operated Riverdale Isolation Hospital with 146 beds 
for the care of patients with communicable diseases. 


Acceptability of Facilities 


Using the standards of acceptability 
applied right across the province (Chapter IV), 
public general hospitals of the Toronto area measure 
up better than those elsewhere. 
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Original sections of the Toronto General 
Hospital, built in 1913, leave much to be desired 
from a functional point of view, but the structure 
is fire resistant and with extensive modernization 
can be made acceptable. The original Hospital for 
Sick Children is now considered obsolete and it is 
being replaced by a much larger hospital, as is 
also Mount Sinai Hospital. 


The situation in Toronto is much like 
that in many hospitals throughout the province. 
Beds and wards have increased at a faster rate 
than have the kitchens, laundry, maintenance, 
heating and other essential departments, with the 
result that service facilities in almost every Toronto 
hospital are operating beyond capacity. 


Toronto hospitals carry out a heavy 
teaching program in medicine and its allied health 
fields and there is considered to be a serious lim- 
itation of the physical facilities required for ed- 
ucation--laboratories, lecture and clinic rooms and 
other student accommodation. This is particularly 
emphasized in the light of the evident necessity for 
stepping up the volume of health personnel trained. 


Public General Bed Needs 


To provide the 229, 800 days of care 
rendered by Toronto public general hospitals in 
1948 to patients from outside York County would 
have required 628 beds at 100 per cent occupancy 
throughout the year; and at a reasonable working 
level of 80 per cent occupancy this would have in- 
creased to 745 beds. Subtracting this from the 
3,954 active treatment beds available in Toronto 
hospitals in 1948, leaves 3, 209 beds available to 
the 1,079, 397 citizens in the local service area-- 
2.96 beds per 1, 000 population. 


This 1,079, 397 population total used 
in these calculations for the local service area is 
made up as follows: 


Toronto metropolitan area 1, 022, 850 
Vaughan Township ~ 8, 786 
Markham Township 8,908 
Pickering Township (one-half) 3, 851 
Uxbridge Township (one-half) 1,816 
Peel County (one-half) 21, 208 
Hamilton County (one-third) 11,978 
Total 1,079, 397 


This population in 1948 used 1, 032, 370 
days of care in Toronto public general hospitals--. 
956 days per 1,000 population. As can be seen by 
reference to Table A28, the only part of Ontario 
with a lower hospital utilization rate in 1948 was 
Region 6, centering round Sudbury, (942 days per 
1,000 population). 


Few patients from the Toronto service 
area need go elsewhere for hospital care because 
of the wide range of service available here. For 
this reason, a basic rate of 1, 500 days of care per 
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TABLE A49 


HOSPITAL CONSTRUCTION IN TORONTO METROPOLITAN AREA 1948-1951 


Capacity 
31 Dec. 1948 
Beds Bass. 


Public General 
Hospitals 


St. Joseph's 

Weston Humber Mem. 
East General 

St. Michael's 

Sick Children 
Western 


Mount Sinai 


year per 1,000 population is considered desir- 
able. Cn this basis, the estimated 1948 population 
(1,079, 397) would require 5, 545 active treatment 
beds, allowing for 80 per cent average occupancy. 


Adding together this local need of 5, 545 
beds and the 745 beds required by patients from 
other parts of the province, and subtracting the 
1948 rated bed capacity of 3,954, this leaves an 
estimated shortage of 2, 336 active treatment beds 
in the Toronto metropolitan area. 


These calculations are on the basis of 
1948 population, anda substantial increase in these 
figures is anticipated in the future. One estimate, 
by the Civic Advisory Council Committee on Metro- 
politan Problems, calls for a population of 1, 280, 000 
in the area by 1970 (an increase of 257,150 in 22 
years). Another estimate put forward in the report 
of the Toronto and Suburban Planning Board in 1947, 
anticipates a total of 1, 339, 350 by 1971 (an increase 
of 316,500 in 23 years). This is for the Toronto 
metropolitan area only and takes no account of in- 
creases in the surrounding townships included in 
the local hospital service area. 


Present Hospital Building Projects 


Table A49 shows that Toronto East General 
Hospital expects to complete the addition of 145 


Anticipated 
31 Dec. 1949 


052 


79 


Anticipated 
31 Dec. 1950 
Beds Bass. 


Anticipated 
31 Dec. 1951 


120 


120 052 


40 18 





beds in 1951; St. Joseph's opened 244 new beds in 
1949; Humber Memorial Hospital will bring another 
40 beds into operation. On the western fringe of. 
this service area and consequently relevant to the 
bed shortage pictures, is an 80-bed extension at 
Peel Memorial Hospital, Brampton, and the opening 
of Oakville Trafalgar Memorial Hospital with 46 
beds. 


With the building programs under way 
at the time of this study, the Toronto hospital ser- 
vice area expected to have a grand total of 5, 330 
active treatment beds in operation by December 
31, 1952. This is still 960 beds short of the est- 
imated need based on 1948 hospital experience. 


Chronically Ill and Incurable Bed Needs 


Despite the fact that the Toronto service 
area's population is likely to increase at a more. 
rapid rate than the rest of Region 3, it was deemed 
wise to consider the long-term bed needs of the area 
as a straight 60 per cent of those of the entire region 
as indicated in Table A38. (This 60 per cent re- 
presents the population relationship as of 1948) It 
was felt that the recent announcement of plans for 
three new homes for the aged, plus the adaptation 
of Lambert Lodge for long-term care, would balance 


It must be 


It can be seen that the 1950 estimate 
of 972 beds has nearly been met by the rated bed 
capacity of the four Toronto hospitals offering long 

Their total was 949 beds. 


term care. 
side York county--only 788 were actually available 


1948 involved patients whose residence was out- 
to Toronto area patients. 


remembered, however, that 17 per cent of dis- 
charges and deaths from these four hospitals in 


972 


1951-1,162 
1952-1,348 
1953-1,570 
1954-1,788 


"W 
" 
W 
" 


's proportion of the Region 
s 60 per cent works out as 


" 
" 
W 
W 


iti 


L 


Taking Region 3 estimates from Table 


A38 the Toronto area!’ 


follows 


'! 


any increase in Toronto 
Long-term bed needs by 1950- 


3 population. 
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CHAPTER X 


PLAN OF DEVELOPMENT FOR ONTARIO’S HOSPITAL 
FACILITIES 


From the inventory of existing hospital 
facilities, and estimates of future needs contained 
in this report, it is evident that expansion of Ontario's 
public hospital system is necessary. As a guide to 
the long range planning of this-expansion, the com- 
mittee has prepared the following statement of fun- 
damentals. The question of private hospitals and 
nursing homes is dealt with in another section of 
the Survey Committee's report. 


Five basic types of hospital service are 
required (see Table A50)-- 


Type A - Public General 
(providing expert medical and 
nursing care and all facilities for 
diagnosis and treatment of the 
acutely ill or injured and for mater- 
nity cases). 


Type B - Convalescent 
(providing medical and nursing 
care and facilities for rehabilit- 
ation, but not requiring elaborate 
diagnostic or operative facilities). 


Type C - Long-Term Hospitals 
(providing less specialized medical 
and nursing care with facilities for 
the rehabilitation of those patients 
who may be improved and domicili- 
ary care to those unlikely to im- 
prove). 


Type D - Welfare Institutions 
(for three groups of aged and infirm-- 
those who are bed-ridden, those with 
incapacities not requiring con- 
tinuous treatment but rather guid- 
ance, and those in need of living 
accommodation only). 


Type E - Special Hospitals 
(for mental illness, tuberculosis, 
alcoholism,cerebral palsy, etc.). 


These five types of institutions are in- 
terdependent and no one type can offer a complete 
Service at reasonable cost to the community. Certain 
of their functions will overlap, but this is not wholly 
undesirable, since the degree of specialization in 
any one of them depends largely upon the size of the 
hospital and of the community. 
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To assure province-wide hospital cover- 
age, the committee urges consideration of four 
classifications of public general hospital--regional 
centre , district centre, community, and health 
centre. 


A regional centre hospital means a large 
unit, from 350 to 1,000 beds, situated in a large 
urban centre of population and associated, where 
possible, with a medical school. Besides supply- 
ing a full range of diagnostic and treatment service, 
it should provide facilities for teaching and re- 
search. A possible locatiom of regional centre 
hospitals in Ontario is shown on the accompanying 
maps--London, Hamilton, Toronto, Kingston, 
Ottawa, Sudbury, and Fort William or Port Arthur. 
These centres should provide specialist consultation 
service to other hospitals in each region. 


The district centre hospital is at the 
intermediate level, ranging in size from 100 to 350 
beds, and providing all services basic to an active 
treatment hospital, including an available patholo- 
gist and radiologist. It would be desirable to offer 
training in these hospitals to internes. 


The community hospital reaches the 
rural population, and ranges from 100 beds down 
to 20. Some authorities advocate a minimum of 
40 beds at this level to make certain diagnostic 
and treatment service more economical; but against 
this argument is the necessity for the widest possi- 
ible distribution of at least some hospital facilities 
across remote parts of Ontario. Certified speci- 
alists cannot be expected in community hospitals 
as a general rule, and pathology and radiology may 
be worked out in co-operation with the nearest 
district or regional hospital. Clinical laboratory 
and x-ray facilities should, however, be available 
to general practitioners in the area served. 


The health centre referred to in this 
plan might also be called a community clinic or 


a medical-nursing unit. It is for the areas which 
lack the population and resources necessary to 
support a small community hospital. Its in-bed 
care is limited to maternity, minor medical cases 
and emergency treatment for accident or surgical 
cases. Its primary function is to provide x-ray 
and laboratory diagnostic facilities to physicians 
practising in the area. The health centre might 
be planned to include offices for the public health 
department, for local physicians and possibly for 
a dentist. 


In Ontario the Red Cross Outpost hos- 
pitals would fall into the health centre category. 
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The committee would like to correct 
some popular misconceptions in connection with 
the out-patient departments of the public general 
hospital. These are not operated exclusively for 
the benefit of the indigent and medically indigent 
patient but are available toall for the treatment 
of minor injuries, x-ray services, and Clinical 
laboratory services. There are two distinct types 
of out-patient services now in use in Ontario. One 
is where anyone can go with any complaint and have 
the necessary examinations and treatment. These 
are used mainly by the indigent patient and are 
located almost exclusively in teaching hospitals. 
In other hospitals the out-patient service is for 
all who wish to use the laboratory, x-ray and physio- 
therapy services of the hospital. They also operate 
an emergency section. In many cases this latter 
type of out-patient service yields a revenue greater 
than that from in-patients of the hospital using the 
same facilities. Many larger hospitals also provide 
follow-up clinics for tuberculosis and cancer patients 
and for crippled children; and some receive assis- 
tance from the Ontario Department of Health in 
maintaining a venereal disease clinic. Hospital 
records in Ontario, with few exceptions, fail to 
show the extent or variety of these services with 
their costs and revenues duly apportioned. (This 
is dealt with at greater length in Chapter XI). 


It is chiefly in the larger cities that a 
separate institution to provide convalescent and 
rehabilitative care is warranted. In smaller centres, 
Special wards of public general hospitals may be 
designated for convalescent patients. Providing 
special beds for this type of patient will serve to 
release acute beds for those badly in need of imm- 
ediate active care. The economic factor also enters 
into this question, because it is recognized that 
convalescent hospital or ward services can be 
supplied at lower cost per patient that can services 
for the acutely ill. 


Close co-operation between public gen- 
eral‘and long-term hospitals is also highly des- 


irable, making savings possible in both staff and 
equipment in the long-term hospital and permitting 
the more economic uSe of active treatment beds. 
Transfer of patients from long-term to nearby 
public general hospitals for out-patient treatment 
or in-bed care when required should be made prompt 
and easy to effect. Long-term hospitals can be 
used advantageously, too, for the care of terminal 
illness such as advanced cancer, heart and kidney 
disease. 


The number of nursing hours cannot be 
substantially reduced in long-term hospitals, even 
for the group of patients receiving what is essentially 
domiciliary care; but a lower proportion of graduate 
nurses may be used, provided there is an effective 
working arrangement with a nearby public general 
hospital. 


The trend in Ontario now is to remove 
from the jurisdiction of health agencies the care 
of the aged and infirm. Since this group is made 
up of those with varying degrees of physical and 
mental infirmity, the nursing procedures involved 
present a real challenge to responsible welfare 
authorities. Close liaison with health agencies, 
particularly at the local level, is essential. 


The long-term care of special illness 
such as tuberculosis and mental illness is dealt 
with at length in special sections of this report. 


Maps A3 and A4 in this chapter illustrate 
a possible classification of Ontario's existing hos- 
pitals at the four levels suggested. Red Cross Out- 
post hospitals are regarded here as the equivalent 
of a community health centre. 


Five hospitals shown on Map A3 as "pot- 
ential district" units indicate present institutions 
which a Hospital Commission might consider ex- 
panding to the status of a district centre. 


CHAPTER XI 
OUT-PATIENT DEPARTMENTS 


There is considerable confusion as to 
what constitutes an "organized out-patient depart- 
ment". In 1949 there were 20 public general hos- 
pitals in the province making returns on the Depart- 
ment of Health form provided "for organized public 
out-patient departments". This form fails to make 
clear whether the report should include all out-patient 
Services or just those given through public clinics to 
indigent and semi-indigent patients. The result is that 
each hospital is left to make the return according to its 
own interpretation of the government's intention, 
and there is no uniformity in the information so 
reported. 


Numbers of Patients and Treatments 


The government form asks only for 
numbers of "patients treated" and numbers of "treat- 
ments or visits", and breaks these down under 20 
sub-headings similar to those summarized in Table 
A52. There is a fundamental confusion in the column 
"treatments or visits" which treats the two as synony- 
mous in spite of the fact that any patient on a single 
visit may receive one, two, or half a dozen separate 
treatments. Obviously, if one hospital reports 
"visits" and another "treatments" the total will be 
far from correct. Further, few if any hospitals 


TABLE A5l1 


OUT-PATIENT DEPARTMENTS REPORTED BY PUBLIC GENERAL HOSPITALS 
TO ONTARIO DEPARTMENT OF HEALTH FOR 1949 


‘ K Number of Treatments 
Hospital pocaion Patients or Visits 


Class "A" 


General 

St. Michael's 
Western 
Victoria 

Sick Children's 
General 

Hotel Dieu 
General 

St. Joseph's 


Class "B" 


General 

General 

General 

Civic 

General 

East General 
Mount Sinai 

St. Joseph's 
Salvation Army Grace 
Women's College 
Hotel Dieu 


Total as Reported 


Toronto 
Toronto 
Toronto 
London 
Toronto 
Kingston 
Kingston 
Ottawa 
London 


Brockville 
Chatham 
Hamilton 
Ottawa 

St. Catharines 
Toronto 
Toronto 
Toronto 
Toronto 
Toronto 
Windsor 


not reported 
not reported 
18, 442 
9, 792 
not reported 
11,507 
10, 243 
33, 018 
5, 709 


2,021 
not reported 
25, 865 
35, 243 
16, 220 
7,541 
12, 067 
10, 522 
3, 168 
15, 878 

670 


147, 226 





TABLE A52 


OUT-PATIENT SERVICES REPORTED BY 20 PUBLIC GENERAL HOSPITALS 
IN ONTARIO FOR 1949 





General Medicine 
Paediatrics 
Dermatology 
Neuropsychiatry 
Physiotherapy 
Tuberculosis 
Venerology 
General Surgery 
Orthopaedics 
Neurology 
Dentistry 
Gynaecology 
Ophthalmology 
Otolaryngology 
Urology 
Pre-Natal 

X-Ray 

Deep X-Ray 
Fluoroscopy 
Electrocardiography 
Sundry 





in the province keep an individual patient record 
for the work of this department and they are con- 
sequently unable to determine accurately whether 
patients treated are new cases or those who may 
be returning for a second, third, or tenth time 
within the same year. 


Such information as is available from 
the 20 hospitals reporting in 1949 is summarized 
in Table A51. This is given here with the qualifi- 
cations stated above as to its accuracy. 


There are certain obvious inaccuracies 
in Table A51 as well as notable omissions. One 
hospital, for example, reported to the Department 
of Health that there were 20,100 more patients 
than treatments or visits. Another reports an 
identical number of patients and treatments or 
visits--as it has done for several years previously. 
The three largest hospitals, in terms of reported 
out-patient treatments or visits fail to make any 
report on the number of patients. It is therefore 
manifestly impossible to make any calculation as 
to the average number of treatments or visits per 
patient. 


; Number of Treatments 
Service Patients or Visits 




























Services Rendered to Out-Patients 


Table A52 gives in summarized form 
the remainder of the information supplied by the 
20 reporting hospitals on their out-patient services. 
It, too, is obviously lacking in uniformity and acc- 
uracy; but it may serve to indicate in general terms 
the scope of out-patient activity. This may be re- 
presentative of the scope of such service, but neither 
this nor the previous table gives any clear indication 
of the true volume of out-patient activity. Although 
only 20 hospitals in the province made this return 
to the government, all 146 public general and Red 
Cross Outpost hospitals in Ontario are called upon 
from time to time to give diagnosis and treatment 
to ambulatory patients not admitted for in-bed care 
and not necessarily in the indigent or semi-indigent 
category--out-patients in the generally accepted 
sense of the term. 


Qut-Patient Department Costs and Revenue 


One large city hospital supplied at the 
request of the Survey Committee a special analysis 


TABLE A53 


OUT-PATIENT COSTS AND REVENUE REPORTED BY TORONTO HOSPITALS 
TO ONTARIO DEPARTMENT OF HEALTH in 1948 


Total 
Out-Patient 
Costs 


Total 
Out-Patient 
Revenue 


Hospital Surplus 


Deficit 


General 

St. Michael's 
East General 
Women's College 
Mount Sinai 

St. Joseph's 


$93, 853.57 
72, 268. 13 


$417, 180. 
215, 508. 
116, 283. 

63, 112. 
31, 868. 
91, 500. 


$323, 326. 
143, 240. 
119, 748. 

34, 811. 
13, 708. 
85, 989. 


$3, 464. 86 
28, 300. 66 
18, 159. 88 
5,511.19 


Western 290, 386. 


of costs and revenue on its out-patient department 
activities for 1949. Total cost of the department 
for the year was stated to be $96, 662.16, and total 
revenue was $48, 314.02. Since this represents 
service to 67, 343 patients, the average cost per 
patient was $1.43, and average revenue per patient 
72 cents. Loss per visit was, therefore, 71 cents. 


Out-patient revenue in the case of this 

hospital comprised: 

$26,849.52 from the municipality in which the 
hospital was situated; 
from other municipalities sending 
patients to the hospital; 
provincial grant to assist venereal 
disease clinic work; 


090. 00 


2,328.75 


292, 500. 





2,113.95 


patient department amountéd to 59.3 per cent of 
the entire department's revenue for the year 1948. 


Laboratory work, again done in part for 
private patients, comprised a further 6.1 per cent of 
the total; and emergency cases, also credited to the 
out-patient department, added another 11.8 per 
cent. These three important services, therefore, 
accounted for more than three-quarters of the en- 
tire out-patient department's dollar volume in the 
case of this one hospital. 


Table A53, based on the generally acc- 
epted but inadequate basis of accounting, gives the 
overall position of out-patient departments operated 
by seven Toronto hospitals in 1948. 


18,580.75 collected in cash from out-patients. 
$48, 314.02 total Assistance to Out-Patient Departments 


It is reported to be common practice in 
this province for hospitals to include in their out- 
patient department financial statement, the costs 
and revenue resulting from diagnosis and treatment 
of self-pay private patients referred to the hospital 
for special attention, but not admitted as in-bed 
patients. In the case of x-ray alone, these add 
substantially to the profitable dollar volume of the 
out-patient department. In the case of one large 
hospital this x-ray revenue credited to the out- 
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Some assistance is now given hospitals 
in the financing of their out-patient departments-- 
special provincial grants where venereal disease 
clinics are conducted, and municipal payments on 
a per-treatment basis made by some local govern- 
ments. There has recently been some effort made 
by hospitals to secure futher help; but the foregoing 
data should be sufficient to point to the necessity for 
more thorough and more accurate reporting before 
any such step can reasonably be taken. 


CHAPTER XII 
MORBIDITY SURVEY 


Statistics on the health of any community 
are today largely restricted to the data derived 
from death certificates. The reason for using death 
rates is because little or no data on general sickness 
is available. Mortality figures, on the other hand, 
are provided routinely by the cause of death cer- 
tified by medical practitioners, the information 
being made available by special departments of 
government. 


Death rates, however, do not givea 
true picture of community health. The common 
respiratory diseases, for example, cause few deaths 
but much sickness and absence from work. It would 
be advantageous therefore, to survey all illnesses 
in Ontario for one year. 


While it is not practical to conduct a 
complete survey of all illness in Ontario, it is 
possible to tabulate those illnesses which bring 
patients to hospital. While it is true that hos- 
pital morbidity is but a selected fraction of total 
morbidity, the hospital picture is instructive. 


The Committee recognized at the outset 
the need for a province-wide picture of hospital 
morbidity. Such data were currently lacking although 
the information from which they might be derived 
is available. 


In order to provide an illustration of 
what could be learned by a review of existing hos- 
pital returns, and to provide a pattern and some 
experience for any subsequent studies, a pilot study 
was made in Region 2. This study covered all 
patients who were discharged from or died in hos- 
pitals in the region during 1947. 


Region 2, comprising the counties of 
Brant, Haldimand, Halton, Lincoln, Norfolk, Welland 
and Wentworth was selected for this purpose. 


The following hospitals are located in 
Region 2, - 


Cottage, Niagara-on-the-Lake 
West Lincoln Memorial, Grimsby 
Haldimand War Memorial, Dunnville 
Willett, Paris 
Norfolk General, Simcoe 

Douglas Memorial, Fort Erie 
Welland County General 

Niagara Falls General 

St. Catharines General 

Brantford General 

St. Joseph's General, Hamilton 
Hamilton General 


The purpose of this pilot study was to 
produce data on the types of hospitalized illness, 
the frequency of the various types of illness, the 
length of hospital stay; the sex, ages and residence 
of the patients, and information on the economics 
of illness - the proportion of patients who pay their 
own accounts, the proportion who are insured, the 
proportion who are indigent. 


The Region 2 morbidity data must not 
be taken as reflecting the Ontario picture as a whole. 
They do indicate what information is available and 
could be derived on a province-wide basis. The 
Region 2 study was done with the idea of testing 
out the opportunities and difficulties in the analysis 
of the hospital morbidity data recorded on returns 
to the Department of Health and of learning some 
basic facts about hospitalization within Region 2. 
The figures obtained related to Region 2 only and 
no generalizations can be made to the province as 
a whole. 


During 1947, there were 70, 121 discharges 
and deaths from these 12 hospitals in Region 2. The 
days of hospital care contributed by these cases 
totalled 646, 947. In the series of cases were 
58,007 adults and children representing 550, 761 
days of care, and 12, 114 newborn infants contributing 
97,186 days of care; the newborn infants are ex- 
cluded from this analysis. 


The survey consisted of a detailed analysis 
of the records of the 58, 007 adults and children. 
The data were transferred to punch cards whence 
a great variety of statistical information was proc- 
ured. 


It was first necessary to classify each 
case according to the medical diagnosis or type of 
illness. The classification used was that of "The 
Manual of the International Classification of Diseases, 
Injuries and Causes of Death." 


This is a standard classification which 
was adopted in 1948 to make it possible to compare 
morbidity rates between different nations and for 
different years. . 


Some of the data have been used else- 
where inthe report. It would occupy too much 
space to describe all the information secured in 
the morbidity survey, but in this part of the report 
some of the more striking findings are listed, in 
order to illustrate the value of periodic surveys of 
this nature. 
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Morbidity Tables 


The diagnosis of each case was coded 
according to the international list mentioned above. 
There were set up 18 main diagnostic sections as 
follows, - 


Infective and Parasitic Diseases 

Neoplasms 

Metabolic and Nutritional Diseases 

Diseases of the Blood and Blood-forming 
Organs 

Mental, Psychoneurotic and Personality Dis- 
orders 

Diseases of Nervous'System and Sense Organs 

Diseases of Circulatory System 

Diseases of Respiratory System 

Diseases of Digestive System 

Diseases of Genito-Urinary System 

Deliveries and Complications of Pregnancy, 
Childbirth & Puerperium 

Diseases of Skin and Cellular Tissue 

Diseases of Bones and Organs of Movement 

Congenital Malformations 

Certain Diseases of Early Infancy 

Symptoms, Senility and Ill-defined Conditions 

Accidents, Poisonings and Violence 

Special C lassifications for Special Admissions 


Each of these diagnostic sections was 
subdivided. For example, the first diagnostic sec- 
tion "infective and parasitic diseases" was sub- 
divided into six diagnostic classifications, as foll- 
OWS, - 


Tuberculosis of respiratory system 

Tuberculosis, other forms 

Syphilis and its sequelae 

Gonococcal infection and other venereal dis- 
eases 

Acute poliomyelitis 

Other infective and parasitic diseases 


Similarly, each of the other diagnostic 
sections was subdivided so that altogether there 
were approximately 150 individual classifications. 


The data which is now presented in this 
report is tabulated under the 18 diagnostic sections. 
In this way the data can be presented in more con- 
cise form than it would be possible to do by tabul- 
ating the material under the 150 individual class- 
ifications. 


Table A54 shows the relationship between 
total discharges and deaths by age groups for the 
18 diagnostic sections mentioned above. 


Table A55 portrays the age incidence 
of the 58, 007 patients whose records are surveyed, 
and in addition, shows the age incidence for the 
patients in each diagnostic section. For example, 
the largest number of cases (26, 302) are in the 
age group 15 to 34 years of age. It will be noted 
that of these 13, 877 were in the diagnostic section 
"deliveries, complications of pregnancy, puerper- 
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ium". In other words, the high morbidity incidence 
in the age group 15 to 35 is attributed to pregnancy 
and its complications. Other similar inferences 
may be drawn from the table. For example, by 
looking at the figures relating to the diagnostic 
section, "malignant neoplasms", information can 
be gained regarding the number of cancer patients 
in the group and their ages. 


Table A56 sets out the information con- 
tained in Table A54 by percentages. 


In Table A57 the information has been 
tabulated so as to show the percentage distribution 
of male discharges and deaths by age groups. 


In Table A59 there is a similar calcul- 
ation for female patients. This table confirms the 
deduction previously made that the high incidence of 
morbidity in the age group 15 to 34 is attributable 
to pregnancy and its complication inasmuch as 
88.04 per cent of the cases in this age group fall 
into this diagnostic section. 


The next subject is the length of stay in 
hospital. This is shown in Table A61. Of the several 
inferences which may be drawn from this table, one 
may be selected in passing. It will be noted that 
out of the total 58,007 cases, only 356 stayed in 
hospital three months and over. A large proportion, 
34, 001 were in hospital one to seven days and 15, 444 
were in hospital eight to 13 days. 


Having in mind that the number of cases 
surveyed was large enough to serve aS a cross- 
section of the entire population of Ontario, it will 
be seen that the information contained in these tables 
is of fundamental value in hospital planning. 


Additional information relating to the 
duration of stay in hospital is contained in Table 
A62. In this table the percentage of patients re- 
maining in hospital for any given length of time 
can be readily seen. The same information is 
also shown by age groups. 


Economics 


From the information collected in the 
survey it was possible to make various tabulations 
regarding the various sources of payment of the 
hospital costs. There were 16 various sources 
of payment. One of the tabulations is set out in 
Table A63 under the heading "Cases". In it can 
be seen the total number of patients in each of the 
16 methods of payment and the corresponding per- 
centages. 


The next column under the heading "Days" 
contains similar information expressed in terms 
of the days of hospitalization for each method of 
payment. 


The last column shows the average 
length of hospital stay for the patients in each method 
of payment. 


This table permits an accurate comparison 
between the various methods of payment as to the 
volume of cases, the number of days of hospital 
care, and the average length of stay. For example, 
it will be seen that 19.02 per cent of the cases were 
paid for by the Blue Cross Plan; that this group 
used 16.96 per cent of the days of care; and the 
patients remained in hospital an average of 8.47 days. 
This group might be compared with the municipal 
indigent group who comprise 7.66 per cent of the 
cases; use 18.77 per cent of the days of care; and 
remained in hospital an average of 23.27 days. 
Among other things, this comparison illustrates 
how the control measures inherent in the Blue 
Cross Plan tend to reduce the hospitalization of 
its members. It also illustrates the fallacy of 
using the cost figures of hospitalization plans as 
a basis for computing the cost of an overall provin- 
cial or national hospitalization plan. 


Table A64 contains in some detail the 
relationship between the method of payment and 
length of stay in hospital. 


Residence of Patients 


An accurate picture of the residence of 
patients is essential for good hospital planning. 
For example, in determining whether additional 
beds are needed for existing hospitals it is im- 
portant to know the area served by a hospital, or 
in other words, from whence its patients come. 


The manner in which accurate inform- 


ation of this sort was readily secured in the present 
survey is shown in Table A65. 


In this table it is possible to select any 
one of the hospitals in Region 2 and to ascertain 
at a glance the proportion of patients who reside 
in the same municipality in which the hospital is 
located; the proportion residing in the counties 
apart from the municipality; the proportion res- 
iding in other counties in Ontario; the proportion 
from unorganized districts; and the proportion 
residing outside Ontario. 


For example, in the Hamilton General 
Hospital in the year 1947, there were 20, 375 cases 
requiring 228,717 days of hospitalization. Of this 
number 15,851 gave a Hamilton address, 2,198 
resided #n the county of Wentworth apart from 
Hamilton; 2, 247 resided in other counties in Ontario; 
there were four cases from unorganized districts 
in Ontario; and 74 cases from outside Ontario. 
The days of hospitalization required for each of 
these groups is also shown. 


The foregoing is sufficient to illustrate 
the extent of the morbidity survey and the nature 
of the information which was compiled. It is to be 
noted that the survey produced a great volume of 
factual information which has been tabulated for 
future reference but which is too voluminous for 
reproduction in this report. This additional in- 
formation has been transmitted to the Ontario Min- 
ister of Health with the report. 


TABLE A5d4 


TOTAL DISCHARGES AND DEATHS BY AGE GROUP FOR SELECTED DIAGNOSTIC SECTIONS 
(Based on 58, 007 discharges and deaths in 1947, Region 2, Morbidity Survey) 


AGE GROUP IN YEARS 


DIAGNOSTIC SECTION 


CASES 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Dis. of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Spec. Class. for Spec. Admissions 
Accidents, Poisoning & Violence 
Not Stated 


RE, ED 


DEATHS 
Infective & Parasitic Disease 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Diseases of Skin & Cellular Tissue 
Dis. of Bone & Org. of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 
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*This includes 118 cases and 7 deaths involving unspecified neoplasms. 
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TABLE A55 


DAYS OF HOSPITALIZATION IN SELECTED AGE GROUPS FOR SELECTED DIAGNOSTIC SECTIONS 
(Based on morbidity survey of 58,007 discharges and deaths form Region 2 hospitals, 1947) 


AGE GROUP IN YEARS 


DIAGNOSTIC SECTION aa 15-34 35-54 | 55-74 ibe ‘ 


CASES 
Infective & Parasitic Diseases 
Neoplasms* 

(Maiignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Dis. of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 


DAYS OF CARE 
Infective & Parasitic Diseases 
Neoplasms * 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood and Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Diseases of Skin & Cellular Tissue 
Dis. of Bone & Org. of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 





93,131 | 187,588 | 132,102 32,102 |131, 371 | 43, 454 |3,115 (550, 761 


*Total neoplasms includes 118 cases (1, 474 days of care) involving unspecified neoplasms 


TABLE A56 


% DISTRIBUTION OF TOTAL DISCHARGES & DEATHS BY AGE FOR SELECTED DIAGNOSTIC 
SECTIONS 


(Based on morbidity survey of 58, 007 discharges and deaths from Region 2 hospitals in 1947) 











AGE GROUP IN YEARS 


TOTAL | 
Over 


DIAGNOSTIC SECTION 


CASES 
Infective & Parasitic Diseases 
Neoplasams* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood and Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 

‘Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
‘Spec. Class. for Spec. Admissions 
Not Stated 
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DEATHS 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Il-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 


*Total neoplasms includes 118 cases and 7 deaths unclassified as malignant or benign. 
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TABLE A57 


% DISTRIBUTION OF MALE DISCHARGES & DEATHS BY AGE FOR SELECTED DIAGNOSTIC 
SECTIONS 


(Based on morbidity survey of 58,007 discharges and deaths from Region 2 hospitals in 1947) 


AGE GROUP IN YEARS 
DIAGNOSTIC SECTICN 75 & TOTAL 


CASES 
Infective & Parasitic Diseases 30.73 | 40.60 | 16.51 | 10.09 1.89 0.23 436 
Neoplasms* 4.90 | 11.47 | 26.29 | 45.87 11.05 0.42 715 
(Malignant Neoplasms {12 3.56 j 25.47 | 54.87 | 14.42 Ada 534) 
(Benign Neoplasms 15.56 | 41.48 | 25.18 | 17.78 ~ 135) 
Allergic, Endocrine, Etc. 14.10 : 32.1019 32.32 3.69 461 
Dis. of Blood & Blood-forming Org. 13.16 : 18.42 | 26.32 7.89 114 
Mental, Psychoneurotic, Etc. 3.41 ; 49.83 | 19.80 pap : 293 
Dis. of Nervous Sys. & Sense Org. 26.22 15: 17.06 | 28.98 0.54 r 797 
Diseases of Circulatory System 2.99 2 30. 06 43.51 2.08 k 1,540 
Diseases of Respiratory System 55.91 bi daca r 7.05 1.47 Z 5, 563 
Diseases of Digestive System 18. 30 4 28.99 |' 17.97 1.80 ; 3, 622 
Diseases of Genito-Urinary System 19.29 ; 20.41 32.39 8.74 1, 099 
Deliv. Complic. Preg. Puerperium = _ = = 2 ui 
Dis. of Skin & Cellular Tissue 21.64 : Dope Leiteten Le 1.56 ; 961 
Dis. of Bone & Organs of Movement 14.93 i 36.65 17.42 Pd | : 442 
Congenital Malformations 55,88 | 22.06 j211-77. |" 10. 29 s a 68 
Certain Diseases of Early Infancy 98.20 0.90 s i 0.90 111 
Symp. Senility & Ill-defined Cond. 18.59 | 27.21 | 30.80 | 18.48 
Accidents, Poisoning & Violence T7860) | 38207 jie eben Selo eee 
Spec. Class. for Spec. Admissions 10.49 | 25.25 | 52.46 | 10.82 
Not Stated 17565: 0" 42°65 24-5 el Soe 


TOTAL 27.93 | 26.58 | 23.50 | 18.37 


DEATHS 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Compl. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 





Winton [nail aor] oe nn 


*Total neoplasms includes 46 cases and four deaths unclassified as aH 98, or benign 


TABLE A58 


CASES & DAYS OF CARE FOR MALE PATIENTS BY AGE FOR SELECTED DIAGNOSTIC SECTIONS 
(Based on morbidity survey of 58,007 discharges and deaths from Region 2 hospitals, 1947) 





AGE GROUP IN YEARS 









DIAGNOSTIC SECTION 










Infective & Parasitic Diseases 























Neoplasms* 35 82 188 328 715 
(Malignant Neoplasms 6 19 136 293 534) 
(Benign Neoplasms 21 56 34 24 135) 

Allergic, Endocrine, Etc. 65 82 148 149 461 

Dis. of Blood & Blood-forming Org. 15 39 91 30 114 

Mental, Psychoneurotic, Etc. 10 72 146 58 293 

Dis. of Nervous Sys. & Sense Org. 209 127 136 231 197 

Diseases of Circulatory System 46 164 463 670 1,540 

Diseases of Respiratory System 3,110 15277 688 392 5, 563 

Diseases of Digestive System 663 1, 187 1, 050 651 3,622 

Diseases of Genito-Urinary System 212 180 954 356 1, 099 

Deliv. Complic. Preg. Puerperium “ s 2 a & 

Dis. of Skin & Cellular Tissue 208 396 224 117 961 

Dis. of Bone & Organs of Movement 66 120 162 77 442 

Congenital Malformations 38 15 8 YW] 68 

Certain Diseases of Early Infancy 109 1 is fr 111 

Symp. Senility & Ill-defined Cond. 166 243 275 165 893 

Accidents, Poisoning & Violence 557 1, 187 829 474 

Spec. Class. for Spec. Admissions 32 77 160 33 









Not Stated 











TOTAL 





DAYS OF CARE 
Infective & Parasitic Diseases 
Neoplasms* 
(Malignant Neoplasms 
(Benign Neoplasms 

Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 140 515 
Mental, Psychoneurotic, Etc. 928 17024 
Dis. of Nervous Sys. & Sense Org. 1712 1,286 | 3,154 5,491 
Diseases of Circulatory System 517 1,915 5,805 | 13,582 
Diseases of Respiratory System 8, 095 4,504 | 5,030 4,373 
Diseases of Digestive System 4,701 | 10,412 | 11,459 9, 426 
Diseases of Genito-Urinary System Eetoe. Wl. 45 1b ieceer30 7, 700 
Deliv. Complic. Preg. Puerperium » e Z 
Dis. of Skin & Cellular Tissue 1, 635 2, 049 1, 805 1, 822 
Dis. of Bone & Organs of Movement 1,017 | 1,469 | 1,849 12977 
Congenital Malformations 438 88 76 57 
Certain Diseases of Early Infancy 1, 693 11 x 
Symp. Senility & Ill-defined Cond. 1, 028 1,260 | 2,303 1, 391 
Accidents, Poisoning & Violence 4,912 9,305 | 9,352 7, 702 
Spec. Class. for Spec. Admissions 290 403 463 198 
Not Stated 411 738 527 432 


TOTAL 31,530 | 38, 712 | 52,278 | 65, 087 


*Total neoplasms includes 46 cases (322 days of care) unclassified as maiignant or benign 
















3,543 | 6,903 
3,210 | 6,500 

181 310 
20330072 (303 
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TABLE A59 


% DISTRIBUTIONS OF FEMALE DISCHARGES & DEATHS BY AGE FOR SELECTED DIAGNOSTIC 
SECTIONS 


(Based on morbidity survey of 58,007 discharges and deaths from Region 2 hospitals in 1947) 


AGE GROUP IN YEARS 
DIAGNOSTIC SECTION 715 & TOTAL 


CASES 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Diseases of Skin & Cellular Tissues 
Dis. of Bone & Organs of Movemert 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 


iviataee 


eet he Peoibey berhee ted 


DEATHS 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Classif. for Spec. Admiss. 
Not Stated 





*Total neoplasms includes 72 cases and three deaths unclassified as malignant or benign. 
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TABLE A60 


CASES & DAYS OF CARE FOR FEMALE PATIENTS BY AGE FOR SELECTED DIAGNOSTIC 
SECTIONS 
(Based on morbidity survey of 58,007 discharges and deaths from Region 2 hospitals in 1947) 


AGE GROUP IN YEARS 
DIAGNOSTIC SECTION aoe TOTAL 
2 is aaa eats elie 

CASES 
Infective & Parasitic Diseases 
Neoplasms* 

(Malignant Neoplasms 

(Benign Neoplasms 
Allergic, Endocrine, Etc. 
Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 
Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Complic. Preg. Puerperium 
Diseases of Skin & Cellular Tissue 
Dis. of Bone & Organs of Movement 
Congenital Malformations 
Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
Not Stated 





DAYS OF CARE 
Infective & Parasitic Diseases 
Neoplasms* : 28, 823 
(Malignant Neoplasms : 15, 320) 
(Benign Neoplasms 12, 351) 
Allergic, Endocrine, Etc. , 12, 387 
Dis. of Blood & Blood-forming Org. 2,376 
Mental, Psychoneurotic, Etc. ; 4,563 
Dis. of Nervous Sys. & Sense Org. 11, 796 
Diseases of Circulatory System 29, 759 
Diseases of Respiratory System 21,459 
Diseases of Digestive System 38, 804 
Diseases of Genito-Urinary System 24,979 
Deliv. Complic. Preg. Puerperium 112, 409 
Diseases of Skin & Cellular Tissue 5, 365 
Dis. of Bone & Organs of Movement 8, 534 
Congenital Malformations 566 
Certain Diseases of Early Infancy - 1, 254 
Symp. Senility & Ill-defined Cond. ; 7,631 
Accidents, Poisoning & Violence 24, 909 
Spec. Class. for Spec. Admissions 1,691 
Not 0 1, 556 


*Total neoplasms includes 72 cases (1, 152 days of eS unclassified as Teupeant or cae 
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TABLE A61 
LENGTH OF STAY RELATED TO DISCHARGES AND DEATHS FOR DIAGNOSTIC SECTIONS 


(Based on Morbidity Survey of 58,007 discharges & deaths from Region 2 hospitals in 1947) 


| LENGTH OF STAY 
erciabgr eases AAS 1-7) | 8-13" | 44-27] 28-41" | 42 days'|\3 monn) mea 
days days days days 3 mon.| & over 


CASES 

Infective & Parasitic Diseases 
Neoplasms 

Allergic Endocrine, Etc. 

Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 

Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Compl. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 

Dis. of Bone & Organs of Movement 
Congenital Malformations 

Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
NOR SUALCCA Ke Unie oe 10 eames ine lae| Stated 


DEATHS 


Infective & Parasitic Diseases 
Neoplasms 

Allergic, Endocrine, Etc. 

Dis. of Blood & Blood-forming Org. 
Mental, Psychoneurotic, Etc. 

Dis. of Nervous Sys. & Sense Org. 
Diseases of Circulatory System 
Diseases of Respiratory System 
Diseases of Digestive System 
Diseases of Genito-Urinary System 
Deliv. Compl. Preg. Puerperium 
Dis. of Skin & Cellular Tissue 

Dis. of Bone & Organs of Movement 
Congenital Malformations 

Certain Diseases of Early Infancy 
Symp. Senility & Ill-defined Cond. 
Accidents, Poisoning & Violence 
Spec. Class. for Spec. Admissions 
NCR SCAG si Ah alll 1. Wieslaaaean Stated 
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TABLE A62 


PERCENTAGE OF DISCHARGED PATIENTS IN SELECTED AGE GROUPS BY LENGTH OF STAY 
(Public General Hospitals of Region 2, 1947) 


5 LENGTH OF STAY 
poetics, 5 wiles 4-7 8-10 11-13 | 14-20 | 21-27] 28-34 | 35-41 
Days Days Days Days Days Days Days Days 
12.64 8.69 


Under 1 
1-4 

5-14 
15-24 
25-34 
35-44 
45-54 
55-64 
65-74 

75 & Over 
eae | Stated 


WINDOW RrOOrM 
e e e e e e e e e 


LENGTH OF STAY 
AGE GROUP 


IN YEARS 42-48 49-55 56 days cy 
Days Days <3 mos. 


Under 1 
1-4 

5-14 
15-24 
25-34 
35-44 
45-54 
55-64 
65-74 

75 & Over 
Not Stated 


ee ee 
sy a oe Shee er 
RFP WreErFoOocoocno°co 





* Includes 1 case discharged day of entry. 
** Includes 2 cases discharged day of entry. 
*** Includes 7 cases discharged day of entry. 
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TABLE A63 


NUMBERS OF DISCHARGED PATIENTS IN VARIOUS METHOD OF PAYMENT GROUPS 
(Public General Hospitals in Region 2, 19477) 

























METHOD OF PAYMENT 





































Self 262, 548 
Blue Cross 93, 433 
Hospital Co-operative 482 
Insurance Profit 45, 758 
Insurance Non-profit 0.75 3, 602 
W.C.B. 2.94 16, 938 
Municipal Indigent 7.66 103, 374 
Provincial Indigent 0.66 2,913 
Federal Government 1,11 4,453 
Employers Benefit 1,64 9, 459 
Employers Liability 0.00 2 
Service Clubs 0.11 709 
Mutual Benefit 0.12 851 
Hospital Staff 1.29 5, 001 
Floaters 0.08 889 
Courtesy & Miscellaneous 0 349 
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TABLE A64 


% OF DAYS OF CARE IN SELECTED LENGTH OF STAY GROUPS BY METHOD OF PAYMENT 
(Public General Hospitais in Region 2, 1947) 


LENGTH OF STAY 
4-7 8-10 11-13 14-20 21-27 28-34 35-41 
PATENT te Ba Bie) | Be Bo 


Blue Cross 

Hospital Co-operative 
Insurance Profit 
Ins. Non-profit 
W.C.B. 

Municipal Indigent 
Provincial Indigent 
Federal Government 
Employers Benefit 
Service Clubs 
Mutual Benefit 
Hospital Staff 
Floaters 

Peeesy ee Misc. | & Misc. 


= 

eresnensoeaer’ 
i — 

Ecce bracsbagts 


ay 


262, 548 
Blue Cross : A : : 4 93, 433 
Hospital Co-operative - - . 482 
Insurance Profit . : , : 3 45, 758 
Ins. Non-profit : - : ° 3, 602 
W.C.B. , ; 3 : ; - 16, 938 


— 
° 


Municipal Indigent . 103, 374 
Provincial Indigent Z ; ° 2,913 
Federal Government ‘ : : 4,453 
Employers Benefit F A ; 9,459 
Service Clubs 2 ; 709 
Mutual Benefit 851 
Hospital Staff } ; : 5, 001 
Floaters ‘ 889 


Courtesy & Misc. 
| 550,761 761 
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TABLE A65 


DISCHARGED PATIENTS & DAYS OF CARE BY RESIDENCE & HOSPITAL 
(Public General Hospitals in Region 2, 1947) 


Relationship Between Patient Residence 
and Hospital Locality 
County 
HOSPITAL Same Apart 


Municip- from 
Municip- 
ality 


CASES 

Cottage, Niagara-on-the- Lake 
West Lincoln Mem., Grimsby 
Haldimand War Mem., Dunnville 
Willett, Paris 

Norfolk General, Simcoe 
Douglas Memorial, Fort Erie 
Welland County General 
Niagara Falls General 

St. Catharines General 
Brantford General 

St. Joseph's Gen. , Hamilton 
Hamilton General 


DAYS 

Cottage, Niagara-on-the-Lake 1, 655 
West Lincoln Mem., Grimsby ZeliD 
Haldimand War Mem., Dunnville 2,813 
Willett, Paris 4,998 
Norfolk General, Simcoe 4,363 
Douglas Memorial, Fort Hrie 6, 207 
Welland County General 15, 546 
Niagara Falls General 37, 233 
St. Catharines General 33, 999 
Brantford General 51,670 
St. Joseph's Gen. , Hamilton 45,307 
Hamilton General 176, 710 


* Includes 5 cases of unknown residence, contributing 148 days. 
** Includes 1 case of unknown residence, contributing 30 days. 
*** Includes 6 cases of unknown residence, contributing 178 days. 
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5, 089 
4, 885 
6,917 
16, 621 
9, 968 
30, 446 
49, 830 
52, 682 
76, 166* 
66, 682 
| 228, 7178 7T17** 





SOLICITATION OF FUNDS 
FROM THE PUBLIC 


Including:- 


(a) Extracts from the Department of Public 
Welfare Act; 


(b) A recommendation that the government 
of Ontario exercise control over the 
solicitation of funds from the public 
for health and welfare purposes, and 
over the use to which such funds are 
put. 
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SOLICITATION OF FUNDS 
FROM THE PUBLIC 


In view of the magnitude of funds donated 
each year by the people of Ontario in response to 
appeals by a growing number of voluntary health 
and welfare organizations, the Cntario Health Survey 
Committee feels that some procedure should be 
introduced by the Government of Ontario which 
would give the public formal assurance that monies 
thus collected are spent in the wisest and most 
beneficial way. 


Such assurance might involve the initi- 
ation of a system of licensing such as is in force 
in the State of Pennsylvania where there is an act 
relating to and regulating the solicitation of monies 
and property for charitable, benevolent and other 
purposes. Or it might be sufficient simply to make 
use of the legislative authority which already exists 
in the Department of Public Welfare Act (Statutes 
of Ontario, 1948, Chapter 23). 


Section 4 and 6 of this act read as follows:- 
Section 4. The Minister may, - 


Powers (a) institute inquiry into and collect in- 
of the formation and statistics relating to all 
Minister matters of public welfare; 


(b) disseminate information in such manner 
and form as may be found best adapted 
to promote public welfare; 


(c) secure the observance and execution: 


of the provision of all Acts and reg- 
ulations dealing with matters of public 
welfare; 


(d) cause investigation to be made into all 
activities, agencies, organizations, 
associations or institutions having for 
their object the social welfare or care of 
men, women or children in Ontario and 
which are not under the control of any 
other department of the public service of 
Ontario; and 


(e) declare any institution or organization 
to be a charitable institution. R.S.O. 
1937, c.61, s.4; 1946, c.21, s. (2), 
amended. 


Section 6. The Lieutenant-Governor in 
Council may, -- 


Control (a) declare any institution or organization. 
over having charitable objects or purposes, 

chart— or any class or classes of such institu- 
ee tions or organizations, to be subject 
teeth to the control of the Minister; and 


(b) make regulations governing the oper- 
ation and activities of institutions and 
organizations which are declared to 
be subject to the control of the Minister 
under this section, including regulations 
governing the procuring of funds from 
the public and the application thereof 
by such institutions and organizations. 
R.S.O. 1937, c.61, s.6, amended. 


The appeals made in Ontario are in some 
cases national in scope, in others provincial, and 
in still others they are local only. It would appear, 
however, that any form of licensing, control or 
supervision in this field could be most effectively 
applied at the provincial level. Constitutionally 
it may be found that any such action is beyond the 
jurisdiction of the federal government except in 
time of national emergency. 


Where any aspects of fraud are con- 
cerned, the Criminal Code of Canada can be invoked; 
and, if the matter is one coming under the regul- 
ations affecting public interest, the postal regulations 
provide some protection to the public. 


In recommending that some machinery 
be set up and used to safeguard the heavy public 
investment in health and welfare through solicited 
donations, the Survey Committee has no desire to 
stifle or impede the valuable voluntary work now 
being done by many organizations which merit public 
support. In fact the Committee urges some measure 
of control in the interests of both the public who pays 
and the organizations which are honestly striving to 
improve the lot of the less fortunate. A regular, 
published accounting of funds raised and the use 
to which they are put each year should tend to in- 
crease public confidence in the activities of such 
voluntary groups and lead to their stronger support. 
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MENTAL FACILITIES AND SERVICES 
SUMMARY 


This study of existing facilities for dia- 
gnosis and treatment of mental illness in Ontario, 
and the inadequacy of those facilities, leaves no 
room for complacency. By conservative estimate, 
based on facts in this report, this province today 
has an urgent need for 31 community mental health 
clinics, 157 additional psychiatrists, and 11, 416 
additional mental hospital beds (including 2, 400 
under construction). 


A few examples of what occurs asa 
result of the shortage of mental hospital beds, 
treatment facilities, and specially trained personnel, 
demonstrate the urgency of the needs. There are 
cases involving mentally ill persons, in need of 
immediate treatment, who have had to be held as 
long as 66 days in a local jail before admittance to 
an already overcrowded hospital could be obtained. 
At Toronto Psychiatric Hospital it has sometimes 
been necessary to place children as young as eight 
years in the same ward with mentally ill adults. 
Lack of staff and overcrowding have made it possible 
to furnish such modern treatment as insulin to only 
a fraction of the patients who could reasonably be 
expected to benefit from it. 


Overburdened with work and with numbers 
of patients, the doctors, nurses, attendants and other 
members of the staff of the 14 Ontario mental hos- 
jitals are providing the best service within their 
osower; but this is not enough. At present there is 
an average of one physician for every 301 mental 
patients in the 14 hospitals, whereas the standard 
considered necessary to permit reasonable care 
and treatment is one for every 150 patients. The 
requirements of the fifteenth hospital, the Toronto 
Psychiatric Hospital, are different and are dealt 
with separately in this report. 


Shortage of trained personnel--traceable 
to weaknesses in both psychiatric training facilities 
and the salary scale for such specialists in this 
province--is an underlying cause of the critical 
shortcomings in Cntario's mental health program. 
Since our existing hospitals are able to find only 
half the doctors they need, it would be practically 
useless to add hospitals, hospital beds, and clinics 
to our present accommodation without providing 
the means for training and retaining the services 
of more psychiatrists to staff them. It would be a 
mistake to seek the solution to Cntario's mental 
health problem in half measures--by providing 
personnel without clinics and hospitals, or by building 
with bricks and mortar and failing to train mental 
health specialists. The two are opposite sides of 
the same coin; and to achieve maximum benefit 
from either, both must proceed simultaneously. 


The earliest provision in this province 
for "insane persons", as they were then called, 
was "An Act to authorize the Quarter Sessions of 
the Home District to provide for the relief of in- 
sane destitute persons in that district". Passed 
in March, 1830, this act required the clerk of the 
peace to lay before the grand jury of the sessions 
an account of money necessary for maintaining 
insane persons. The grand jury made annual pre- 
sentment of what was reasonable for the support 
of insane persons either in gaol or some other 
place. The sum of money presented was paid by 
the treasurer of the district. ‘This act was con- 
tinued for two years by 3 Wm. IV, C.46; revived 
and continued by 7 Wm. IV, C.29; and was con- 
tinued by 4 and 5 Vict., C.23. Throughout this 
period no institutions were set apart for the care 
of insane persons: they were cared for in the com- 
mon gaol. 


In May, 1839, an act was passed en- 
titled 'An Act to authorize the erection of an Asylum 
within this Province for the reception of Insane 
persons". The institution established under this 
act is now known as the Ontario Hospital, Toronto, 
at 999 Queen Street West. 


Since that time Ontario has become a 
leader in the provision of mental health facilities. 
It was the first province in Canada to introduce 
travelling clinics for the diagnosis and treatment 
of mental illness; the first to introduce modern 
and humane legal procedures for the hospital ex- 
amination of persons charged with offences and 
requiring mental examination. 


If Ontario is to maintain its position 
of leadership in this field, action has to be taken 
to avert the present downward trend in the pro- 
vision of mental health facilities. 


The magnitude of the mental health 
problem in Ontario can perhaps be better apprec- 
iated when it is realized that at the basic date of 
this survey there were actually more patients (15, 969) 
in the 14 Ontario mental hospitals (not including 
the Toronto Psychiatric Hospital) than in all 146 
general hospitals in the province. (There were 
13, 79€ patients in the latter). And whereas the 
average length of stay in a general hospital is now 
about 9.9 days, there are patients in Ontario mental 
hospitals who have spent as long as 46 years there. 
There are 2, 780 mental patients who have spent 
more than 20 years in hospital; 44.8 per cent of 
mental patients in the province have been there for 
more than 10 years; and 63.9 per cent have spent 
more than five years in hospital. 
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In addition to the present population of 
Ontario mental hospitals, there are long waiting 
lists of mentally ill persons in need of treatment 
and hospitalization. There was, for example, at 
the time of this survey, a list of more than 1, 500 
mentally defective children under the age of 16 
awaiting admission to one institution, the Ontario 
Hospital, Orillia. And this 1,500 is only a fraction 
of the total number of mental cases requiring hos- 
pitalization, as it does not include those awaiting 
admission to the other 13 institutions. 


Stressing the preventive aspect of Ont- 
ario's mental health program, the committee be- 
lieves that the éstablishment of 31 regionally located 
clinics, staffed and equipped to give diagnosis and 
treatment, can do more for the mental health of the 
province than could any other single project. It is 
estimated that these 31 clinics can be maintained 
at an annual cost of about $600, 000--approximately 
one quarter of Ontario's share of the federal grant 
for mental health purposes. 


In 1938, the Royal Commission to In- 
vestigate the Penal System of Canada stated in its 
report (the Archambault Report--page 190): "As 
previously indicated; your Commissioners are of 
the opinion that a psychiatrist would be of inestimable 
value in dealing with children's cases. If the juvenile 
court system is to be extended throughout Canada, 
we strongly recommend that definite arrangements 
be made for the services of competent psychiatrists". 
Of the 33 juvenile courts in Ontario, one (Toronto) 
has a full-time psychiatric service; nine have reas- 
onably adequate facilities; five have some facil- 
ities; and 18 have no mental health facilities at all. 
Juvenile courts and magistrates’ courts are two 
further areas where important mental health work 
can be done. 


Provision of suitable and adequate mental 
health service to the school population of the province 
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and to inmates of our reform institutions would, in 
the opinion of the committee, be worthwhile ex- 
tensions of Ontario's mental health program. 


Since there were only 37 psychiatrists 
engaged in private practice in the entire province 
when this survey was made, it is obvious that we 
will suffer from a dearth of these specialists for 
many years to come. It is vital, therefore, that 
the mental health facilities of the province be so 
organized that the services of available psychi- 
atrists can be utilized on a part time basis for the 
greatest public good. 


Without understimating the value and 
importance of voluntary agencies, it is none the 
less true that mental health services must be fin- 
anced almost entirely by taxation. The government 
of Ontario is spending approximately $12, 000, 000 
a year for this purpose now, apart from the capital 
cost of building mental hospitals. When the federal 
government grant reaches its maximum, Ontario 
will be entitled to approximately $2, 300,000a 
year for mental health purposes. The maintenance 
of existing facilities and any improvement or ex- 
pansion are likely to be financed from these two 
sources. 


It is clearly in the public interest, then, 
that the facts concerning Ontario's mental health 
program be made known to all who contribute to its 
support and who benefit from its extension and im- 
provement. As in other segments of the health 
field, the emphasis is swinging today toward the 
preventive aspects of mental health work. Educ- 
ation of the public toward a fuller appreciation of 
what is being done and what can be done is an im- 
portant phase of this preventive approach, and such 
education is one of the functions of this report en- 
visaged by the Ontario Health Survey Committee. 


MENTAL FACILITIES AND SERVICES 
RECOMMENDATIONS 


It is recommended:- 
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That the Cntario Department of Health 
establish and maintain 31 community men- 
tal health clinics located, where possible, 
in public general hospitals. These clinics 
would provide a consulting and diagnostic 
service, and, in addition, treat patients, 
many of whom will not require admission 
to a mental hospital. Annual cost of the 
clinics is estimated at $600, 000 (Chapter 
I). 


That the universities of Ontario be granted 
sufficient funds to train psychiatrists and 
other professional personnel to relieve 
the present shortage and to make possible 
the recommended mental health program. 
Annual cost of this training is estimated 
at $500, 000 (Chapter II). 


That 11,416 beds (inclusive of 2, 400 beds 
under construction) be added to the exist- 
ing mental hospital accommodation to 
relieve overcrowding, which at the time 
of this survey amounted to 2, 926 patients; 
and to accommodate mentally ill persons 
who cannot now be admitted because of 
iack of accommodation. (There were more 
than 1,500 children in the latter category 
awaiting admission to one mental hospital-- 
Chapter III). 


That 53 psychiatrists be added to the med- 
ical staffs of existing mental hospitals to 
meet immediate needs, and that an in- 
creased number of psychologists, social 
workers, occupational therapists and 
physiotherapists be employed as they be- 
come available (Chapter III). 


That mental health services be provided 
for all juvenile and family courts, by the 
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estabiishment of permanent court clinics 
in larger centres, and elsewhere through 
the community clinics recommended in 
Chapter I; and that the mental health ser- 
vices for magistrates' courts in Ontario 
be improved and extended (Chapter IV). 


That school mental health services now 
operated by the larger municipalities be 
continued; and that such school services 
be provided elsewhere in Ontario through 
the community clinics recommended in 
Chapter I (Chapter 'V). 


That mental health facilities inthe Toronto 
area be increased by the establishment of 
seven community clinics (as recommended 
in Chapter I) andby an addition to the 
Toronto Psychiatric Hospital, including 
a special unit for children (Chapter VII). 


That public general hospitals establish 
facilities for the treatment of patients 
who are suffering from the less severe 
forms of mental illness (Chapter III). 


That 1,100 senile patients in Cntario 
mental hospitals at the time of this survey 
be cared for in a special type of institution 
suitable for aged persons (Chapter VII). 


That special treatment facilities for alcoh- 
olics and drug addicts be established, 
with adequate provision for both physical 
and psychological treatment (Chapter VII). 


That in order to make possible the early im- 
plementation of various of these recommend- 
ations, despite the acute shortage of psy- 
chiatrists, an effort be made to employ ona 
part-time basis in the public service psy- 
chiatrists who are engaged in private practice 
(Chapter VIII). 


CHAPTER I 
COMMUNITY CLINICS 


The survey of existing clinics comprises 
four groups, namely, (a) clinics operated by the 
Province of Ontario, (b) clinics in general hospitals, 
(c) clinics operated by municipal health departments 
and (cd) clinics operated by voluntary agencies. 


The existing clinics are limited in two 
ways. The first limitation is geographic: many 
areas of the province have no service. The second 
limitation is functional: most of the clinics can 
perform only a diagnostic function and are not able 
to provide treatment. 


After a consideration of the existing 
facilities, this part of the report will conclude with 
a recommendation for the establishment of 3i clinics 
to be operated by the Province of Ontario to provide 
diagnostic and treatment service for the entire 
province. 


The survey of existing facilities with 
respect to mental health clinics serving communities 
disclosed the following:- 


(a) Clinics operated by Province of Ontario 


(i) Travelling Clinics 


These clinics are based on Ontario 
mental hospitals, and are four innumber. The 
mental hospitals which have mental health clinics 
are Brockville, Kingston, Hamilton and London. 
These clinics visit certain communities regularly, 
operate autonomously, except that they are under 
hospital administration. They serve as a liaison 
frequently between former patients and the hos- 
pital. 


The clinic staff usually consists of a 
psychiatrist, psychologist, and social worker. Fre- 
quently the psychologist or social worker is required 
to carry out duties related to the hospital. At the 
Brockville Clinic, at the time of the survey, there 
was no social worker. Considerable time is spent 
in travelling by the psychiatrist and the psychologist. 


Communities served by these clinics and 
time spent are as follows: 


Brockville Clinic - (has clinic on hospital grounds) 


At - One afternoon per week at Children's 
Brockville Aid Society 


- weekly clinics. Two half days at Ottawa 
Civic Hospital and half days at Ottawa 
General Hospital 


At Ottawa 


Cornwall _- two days per month held at health centre 


Alfred (boys 
trainin? 
school) - one day per month. 

In addition to these regular visits, the 
Clinic will make visits to various communities who 
request examination of urgent cases. Also patients 
on probation may be followed up. 


Hamilton Clinic 





Hamilton - two days per month - at court house 
Guelph - three days per month 
Simcoe - one day per month 
Kitchener ~- four days per month 
Brantford - four days per month 
Milton _ - two days per month 
Galt - one day per month 
Dunnville) 
) - by appointment 
Shelburne) 


Kingston Clinic 


Kingston - at Kingston General Hospital 

- three half days per month. 
School guidance clinic - four half days 
per month. Consultation to Sunnyside 


Centre three half days per month. 


Belleville - five days per month at Belleville General 


Hospital. 
Picton - one day per month at county health unit 
Pembroke’ - one day per month 
Perth - half day per month 
Renfrew - One day per month 


Smiths Falls - one day per month 


London Clinic 


London - four half days per month at Victoria 


Hospital 
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TABLE Bl 


CASE LOAD OF TRAVELLING CLINICS, 1948 


Clinics No. of New Cases No. of Return Cases No. of Case* 
Contacts. 


Brockville 


Hamilton 
Kingston 


London 





* means every contact with a patient made by any member of the clinic staff 
(including new and return cases). 


Source: 82nd annual report of the Mental Hospitals - Department of Health of Ontario. 


TABLE B2 


NEW CASES IN TRAVELLING CLINICS BY REFERRING AGENCY, 1948 


Referring Agency Brockville Hamilton Kingston London Total 
number per cent 


Welfare Agencies 
Medical Agencies 
Educational Agencies 


Courts 


Family 


Self 


Others 
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Sarnia - period depending on appointments - 
at Sarnia General Hospital 
Woodstock — period depending on appointments - at 
Woodstock General Hospital 
Chatham ~~ - period depending on appointments 
- St. Joseph's Hospital 
Windsor ~ two days per month at Hotel Dieu Hos- 
pital 
Owen Sound - period depending on appointments 
- at county health unit 
Stratford - period depending on appointments 


at Stratford General Hospital. 


St. Thomas - period depending on appointments 
- at Memorial Hospital. 


Tables Bl and B82 contain stati- 
stical information showing the case load 
for each of the four travelling clinics, 
and sources of the cases. 


(ii) Mental Health Clinic serving Niagara District 


This clinic operates on out-patient clinic 
at the general hospitals in St. Catharines, Welland 
and Niagara Falls. It is closely linked with the 
local county health unit. At the time of survey of 
Lincoln County Health Unit, this clinic was staffed 
by only one psychiatrist receiving parttime assist- 
tance from the psychologist attached to the Ontario 
Hospital, Hamilton. 


Although consultant service is given 
at the three communities noted, the major part of 
clinic activity is centred in the St. Catharines area. 


Statistical information regarding 
the Ntagara District clinie is contained 
in Table B8. 


Statistics Re Source of Referral, 1948 


Agency Number of Cases 
Medical 413 
Welfare 45 
Courts 44 
Educational 20 
Others 47 
TOTAL 569 


(iii) Non-Specific Travelling Clinics 


This group deals with the service pro- 
vided by the Department of Health whereby about 
once a year, a mental health clinic team is sent 
to various communities in Northern Ontario for 
the purpose of giving consultation service. Usually 
about a week is given to the particular community, 
at which time referrals, previously arranged, are 
handled. The communities visitedinclude Timmins, 
Kirkland Lake, Sudbury. 


(iv) Consulation Service to Communities from 


Adjacent Ontario Hospitals. 


This service varies with the locality. In 
some places, (for example, Woodstock) the Ontario 
Hospital supplements the service given by the mental 
health clinic from the Ontario Hospital, London, 
usually on request of community agencies. In other 
areas, this service is negligible, whereas, in places 
like the Lakehead area, the psychiatrist at the 
Ontario Hospital has provided a rather extensive 
consulation service. 


(v) Out-Patient Department -- Toronto 
Psychiatric Hospital 


This clinic is staffed by psychiatrists, 
psychologists and social workers. It provides 
psychiatric diagnostic and therapeutic service to 
adults and children, primarily from the Toronto 
area, and follow-up treatment for patients dis- 
charged from the Toronto Psychiatric Hospital. 


Facilities are available for undergrad- 
uate and postgraduate teaching in psychiatry to 
physicians, medical students, nurses, psycholo- 
gists and social workers in the Department of Psy- 
chiatry of the University of Toronto with which 
the hospital is affiliated. 


Table B4 contatns statistical tn- 
formation regarding case load and sources 
of cases in this clinic. 


(b) Clinics in General Hospitals in Ontario 


General hospitals which have any mental 
health clinic facilities usually receive this service 
through the travelling mental health clinics operated 
by the Province. In Toronto and Hamilton, some 


TABLE B3 


NIAGARA DISTRICT CLINIC: STATISTICS RE CASE LOAD, 1948 


Date St. Catharines Welland & Niagara Falls 
New Return Total New _ Return Total New Return Total 


1947 375 


1948 373 


- 645 


069 
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TABLE B4 


TORONTO PSYCHIATRIC HOSPITAL - OUT-PATIENT DEPARTMENT - 1948 





ial Oe pMaleireiia wits ° 4 


lg Omar ee ae fae TE eG fie: SARC Mi ued 





New fe oe se a 
Return Cases 1, 660 1,711 





886 
2, 371 


a rea St Tae Mui ar. 257) lias 


So aah i Bemate shat Wake 





Source of Referrals to Toronto Psychiatric Hospital, Out-Patient Department, 1948 


Community Services 
Family 

Hospitals 

Private Physicians 


Self 
Ontario Training Schools 
University Health Service 


general hospitals have their own psychiatric fac- 
ilities, limited in that they are usually part of the 
neuro-psychiatric service of the medical depart- 
ment. 


The following is a list of hospitals with 
mental health clinic facilities and the source of this 
service:- 

Civic Hospital, Ottawa 

General Hospital, Ottawa 
General Hospital, St. Catharines 
General Hospital, Welland 
General Hospital, Niagara Falls 
General Hospital, Kingston 
General Hospital, Belleville 
Victoria Hospital, London 
General Hospital, Sarnia 
General Hospital, Woodstock 
General Hospital, Stratford 

St. Joseph's Hospital, Chatham 
Hotel Dieu, Windsor 

Memorial Hospital, St. Thomas. 


In all these, clinic facilities are provided 
through provincially operated units. 


Hamilton 


General Hospital 


- limited clinic facilities provided by 
private psychiatrists of Hamilton. 
Toronto 


Hospital for Sick Children 
- has a children's clinic functioning 
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as part of out-patient services, but 
'ocated in a self-contained setting. 

- Staffed by psychiatrist, social worker, 
psychologist, speech therapists. 

- provides training to postgraduate physic- 
ians in collaboration with Department 
of Psychiatry, University of Toronto. 

- teaching facilities for undergraduate 
medical students. 


Statisttcal informatton regarding 
this clinic ts contained in Tables B5, B6 
and B7. 


There are limited clinic facilities pro- 
vided by staff physicians (psychiatrists) as part of 
the neuropsychiatric service. These are present 
at:- 


Toronto General Hospital 
Toronto Western Hospital 
St. Michael's Hospital 
Mount Sinai Hospital 
St. Joseph's Hospital - e.g. (have one half day 
weekly O.P.D. clinic (neuropsychiatric 
but primarily psychiatric). 
Referred from (a) other O. P. D. ser- 
vices 
(b) social agencies 
(c) self. 
- average about 12 patients per clinic day; 
- in-patient psychiatric facilities not 
present, but patients, if admitted, 
treated on medical wards. 


TABLE B5 


HOSPITAL FOR SICK CHILDREN - CLINIC FOR PSYCHOLOGICAL MEDICINE, 
STAFF PESONNEL 


Staff 4 days per week Staff + days per week 


Psychiatrist Psychiatric Social Workers 


Jan. 1/48 - March 31/48 Jan. 1/48 - Jan. 1/49 
March 31/48 - July 31/48 Jan. 1/49 - June 30/49 
July 31/48 - June 30/49 

Speech Therapist 


Psychologist 
Jan. 1/48 - Dec. 31/48 
Jan. 1/48 - March 1/48 Jan. 1/49 - June 30/49 


March 24/48 - June 30/48 
Nov. 1/48 - June 30/49 Secretary 


Nov. 1/48 - June 30/49 





TABLE B6 


CASELOAD, HOSPITAL FOR SICK CHILDREN, CLINIC FOR PSYCHOLOGICAL MEDICINE 


Clinic for Psychological Medicine 


New Cases Return Visits 
Jan, 1/48 - July 31/48 
Nov. 1/48 - June 30/49 


Psychological Examinations 
. 1/48 - Oct. 30/48 
. 1/48 - June 30/49 302) 326 
Speech Clinic 24) 
Speech Clinic 


New Cases Return Cases Psychometrics 
. 1/48 - Dec. 31/48 91 1, 016 


. 1/49 - June 30/49 37 567 24 


Neurological Clinic 
New Cases Return Visits 
. 1/48 - Dec. 31/48 465 751 
Neurological Clinic 


New Cases Return Visits 


. 1/48 - Dec. 31/48 465 751 
. 1/49 - June 30/49 187 420 


Cerebral Palsy Clinic 


March 1/48 - Dec. 31/48 
Jan, 1/49 - June 30/49 
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TABLE B7 


SOURCES OF REFERRALS TO HOSPITAL FOR SICK CHILDREN, 
CLINIC FOR PSYCHOLOGICAL MEDICINE 


Clinic for Psychological Medicine 


Out-patient Department cases 
Indoor Cases 
Agencies - referrals 

1. Alliston Children's Aid Society 

2. Brantford 4 . i 

3. Cobourg 8 q B 

dab Galt " " "W 
5. Lindsay Ms “ " 
6 
7 
8 
9 









Nov. 15, 1948 
to 
June 30, 1949 


100 171 
19 71 











Jan. 1-July 31 
1948 























. Port Hope " : be 
. Simcoe County " A n 
. Toronto n ‘ , 
- York County " 4 % 
10. Big Brother Movement 
11. Division of Mental Hygiene 
12. Earlscourt Children's Home 
13. Jewish Child & Family Service 
14. Neighbourhood Workers Association 
15. Protestant Children's Home 
16. Parents 
17. Private Physician 
18. Scarboro Schools 
. Welfare Council of Toronto 





















(iF Of fi 






—_ 
mintwoiorinwnreat 
















=e Ore 1 DO 1 












Nov. 1, 1948 
to 
June 30, 1949 





Jan. 1-Oct. 30 
1948 










Psychological examinations 








Out-patient department cases 






Indoor cases 






Agency cases 






Re-tests 






Other investigations 
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(c) Clinics Operated by Municipal HealthDepartments 
(i) Hamilton 


There is a mental health clinic operating 
under Hamilton Department of Health. It provides 
diagnostic and therapeutic facilities for residents of 
Hamilton. 


(ii) Toronto 


(a) Division of Mental Hygiene, Depart- 
ment of Health of Toronto. Staffed by a psychiatrist, 
psychologists, social workers, public health nurses, 
secretaries. Provides diagnostic and therapeutic 
service to school children. 


(b) Toronto Family Court has a full time 
psychiatric service, staffed by a psychiatrist, psych- 
Ologists, anda social worker. Its function is chiefly 
diagnostic and investigatory to assist the court in 
managem ant of cases. It is linked with the Department 
of Psychiatry, University of Toronto, to provide facil- 
ities for training for postgraduate physicians. 


(d) Clinics Operated by Voluntary Agencies 
Ottawa - Catholic Family Agency 
Kingston - Sunnyside Centre 


This centre is a working example of 
the kind of development which is required in all 
of the larger centres of population. In the establish- 
ment of the plan for community clinics which is 
discussed in the following pages, consideration 
could be given to using some of the funds in the 
form of a subsidy for the Sunnyside Centre and other 
similar centres when they become established. 


Toronto 
Mental Hygiene Consultation Service- 
(National Committee for Mental Hygiene). 
The clinic is staffed by psychiatrists, psy- 
chologists, social workers and secretaries, 
and provides limited diagnostic and thera- 
peutic service for adults and children. 


Institute for Child Study - The Institute is 


concerned with research in child growth 
and parent education. There is a nursery 
school, staffed by a psychologist and ancillary 
workers. The Institute is linked with the 
Department of Psychology, University of 
Toronto. It is supervised by a Director 
(psychiatrist). It provides consulation fac- 
ilities for 13 day nurseries in Toronto. 


Agencies which provide psychological services, 
but which utilize either Toronto Psychiatric Hos- 
pital out-patient department or Mental Hygiene 
Consultation Service for psychiatric aid are:- 


Infant's Home 
Toronto Children's Aid Society 


Big Brother Association 

Big Sister Association 

Vocational Guidance Centre, Y.M.C.A. 
Yow.C.A. 

Students' Health Service, University of 
Toronto 


Forest Hill Village Project 


This is primarily a research study (social- 
ogical) conducted in Forest Hill Village under the 
aegis of the Department of Psychiatry, University 
of Toronto, and financed by the federal mental health 
grant through the Province of Ontario. 


There are diagnostic and therapeutic 
facilities in this setting for children examined in 
the course of the research. 


Toronto Children's Clinics. 


Table B8 contains additional information 
respecting the clinics for children in the Toronto 
area. 


Plan for Establishing Community Mental Health 
Clinics 


The plan which is recommended by the 
committee is the establishment of 31 clinics to 
serve the entire province at an estimated cost of 
$600, 000 per year. Details regarding the location 
of the clinics, their organization and staff are set 
out in the following paragraphs. 


The function of these clinics would be 
to provide throughout the province, diagnosis for 
persons suffering from any form of mental illness 
and out-patient treatment for those patients who 
do not require admission to a mental hospital. 


The committee is of the opinion that, 
where possible, such a clinic should be established 
in a general hospital. This would make possible 
an interchange of services between the hospital 
and the clinic which would be mutually advantageous. 


In the larger centres, where more than 
one clinic is required, it would be possible for a 
certain clinic to assume a specialized function. For 
example, in Toronto, where seven clinics are re- 
quired, one clinic could specialize in child psychiatry, 
another clinic could specialize in the adult field, 
another clinic could serve the juvenile court, an- 
other clinic could be reserved for the magistrates! 
courts, and so on. In most areas of the province, 
it will be noted that only one clinic is required. 


' This would be an "all-purpose" clinic similar to 


the clinic which is now serving the Niagara district. 
The clinic would see cases on referral from pract- 
ising physicians in the area, school health services, 
agencies, juvenile and magistrates’ courts, ete. 


In most areas, it is considered that it 
would be feasible for the director (who would be a 
psychiatrist) to be authorized to engage in a limited 
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consulting private practice. He should be accepted Region 2 -- population 599, 193-- number of clinics 
as a regular member of the staff of the hospital in required - 4 
which the clinic is located, and he should be accepted 


by the medical practitioners in the community as Location 

one of themselves, specializing in a recognized 

field of medical practice. Hamilton 2 clinics 
St. Catharines 1 clinic 

(a) Number and Organization of Clinics Brantford 1 clinic 


Based on the generally accepted standards 


of one clinic per 100, 000 population in urban areas, Region 3 -- population 1, 782, 004-- number of clinics 


and one Clinic per 200, 000 in rural areas, it was ASA 
estimated that 31 clinics are required in Ontario. } 
Location 
The location of these clinics, based on + t 7 clini 
population distribution, was considered to be as bandit : sioaaone 
Palle. Oshawa 1 clinic 
* Peterborough 1 clinic 
P 7 re Orillia 1 clinic 
Region 1 -- population 732, 986 -- number of clinics vices 
required - 7 North Bay 1 clinic 
Location Region 4 -- population 219, 064 -- number of clinics 
required - 3 
Windsor 2 clinics 
London 1 clinic Location 
St. Thomas 1 clinic 
Chatham 1 clinic Kingston 1 clinic 
Kitchener 1 clinic Belleville 1 clinic 
Sarnia 1 clinic Brockville 1 clinic 
TABLE B8 


TORONTO CHILDREN'S PSYCHIATRIC CLINICAL RESOURCES - 1948 


aig! ap Ge P i New Cases per 
Psychiatrists Psychologists Social Workers year (approximate) 
2 $ 2 


Hosp. for Sick 150 children 
2 (P.H.N.) 





tol 






Children 





















Div. of Mental 
Hygiene 


500 children 
(mainly diagnostic) 

















450 children 
(mainly diagnostic) 


Toronto Juvenile 
Court 


















Toronto Psychiatric 
Hospital 


800 all ages 
(about 80 children) 















Mental Hygiene Con- 
Sultation Service 


170 all ages 
(about 90 children) 





Forest Hill Village 
Children's Service 





75 children 











York Township 
Clinic Service 


70 children 















Institute of 
Child Study 


15 children 









Approximate 
Totals 






Region 5 -- population 444, 087 -- number of clinics 
required - 3 


Location 
Ottawa 2 clinics 
Cornwall 1 clinic 


Region 6 -- population 313, 714 -- number of clinics 
required - 2 


Location 
Sudbury 1 clinic 
Kirkland Lake 1 clinic 


Region 7 -- population 164,578 -- number of clinics’ 


required - 1 
Location 
One of the Lakehead cities. 


These clinics would be stationary clinics, 
except in certain areas such as regions 6 and 7, 
where facilities for travelling clinics would be 
required because of the geugraphical situation. 


(b) Staff Structure of the Clinic 


This would consist of: psychiatrist, 
psychologist, social worker, and secretary. 


Part time qualified psychiatrists and 
public health nurses would be used according to 
the needs of the clinic and the availability of such 
personnel. 


121 


(c) Budget 
(i) suggested salary scale of clinic personnel: 





Psychiatrist $6, 000 to $10, 000 
Psychologist $3,000 to $ 5,000 
Social Worker $2,500 to $ 4,000 
Secretary $2,000 to $ 3,000 


Part time psychiatrist at the rate of $25.00 


per half day. 


(ii) Maintenance Costs - including materials, 
equipment, rent, automobile 
(and its expenses) etc. , and 
to include initial capital out- 
lay estimated at $4, 000 per 
unit. . 


Thus the budget would range from $542, 500 
to $806, 000. 


It is considered than an average figure 
of $674,000 would meet the cost of operating these 
clinics. 


Comparison with cost of operating Provincial mental 


health clinics now functioning. 


Present clinics' operating cost is approx- 
imately $70,000 per annum. Thus, the net increase 
in expenditures considered necessary to provide 
mental health clinic services for the entire Province 
is about $600, 000. 


Conclusion 


High priority should be given, in planning 
the improvement and extension of mental health ser- 
vices, to the establishment of 31 community clinics. 
These clinics could provide reasonable diagnostic and 
treatment services for the entire province. 


CHAPTER II 
TRAINING FACILITIES 


Psychiatrists 


The adoption of the recommendation 
for the establishment of community clinics con- 
tained in Chapter I of the report will require the 
services of at least 31 psychiatrists. Fifty-three 
psychiatrists should be added to the staffs of the 
existing mental hospitals. The construction of 
11, 416 additional hospital beds (recommended in 
Chapter III of this section) will require an additional 
73 psychiatrists. These three avenues of employ- 
ment would require the services of 157 psychiatrists 
in addition to the number now employed. The training 
facilities must be geared to the production of this 
number of psychiatrists and also to maintain the 
number at this level, taking into account the number 
who cease employment through death, retirement, 
etc. 


In the opinion of the committee, the 
present training facilities can do no more than 
maintain the number of psychiatrists required in 
the existing mental hospitals. 


The committee is aware that the quality 
of training is equally as important as the volume. 
A doctor who has completed his medical studies 
and one year internship requires a minimum of two 
years postgraduate training in psychiatry before he 
is a satisfactory candidate for employment. A 
minimum of three to four years postgraduate in- 
struction is necessary before a doctor may be classed 
as a Specialist in this field. 


At the present time, there are only two 
institutions in Canada that provide the complete and 
varied experience requisite for training as a special- 
ist in psychiatry, namely, McGill University and the 
University of Toronto. The Province of Ontario is 
therefore dependent upon the University of Toronto 
for these facilities. Three other universities in 
Cntario, namely, Queen's University, University 
of Western Ontario, and the University of Ottawa, 
will be able to provide a measure of postgraduate 
education, and they should be encouraged financ- 
ially to do so up to the limit of their capacity. It 
should be recognized, however, that certain parts 
of the postgraduate eduction of psychiatrists will 
be possible only at the University of Toronto. 


At the time of writing, the University 
of Toronto has enrolled 28 physicians for post- 
graduate education in psychiatry. Some of these 
are entering upon their first year of postgraduate 
instruction, others are completing their second 
year, and a few are in their third year. 


The Toronto Psychiatric Hospital is 
the focus of this program, and certain facilities 
are also available at Sunnybrook Hospital (federal), 
Toronto General Hospital (Wellesley division), and 
the Hospital for Sick Children. Several depart- 
ments of the university collaborate with the depart- 
ment of psychiatry, including the departments of 
medicine, pathology, paediatrics and psychology 
and the schools of nursing and social work. 


The university is dependent almost en- 
tirely upon the mental health grant from the federal 
government to the Ontario government for the financ- 
ing of these facilities. 


The requirements of the universities are 
properly a matter for the boards of governors of the 
universities to submit directly to the government of 
Ontario. Nonetheless, each of the four universities 
is represented upon the committee for the purpose 
of reviewing the whole mental health program as 
contained in this report. The four universities will 
doubtless make their representations direct to the 
government of Ontario and it is to be hoped that 
their representations. will be received in the full 
knowledge of the urgent situation that is revealed 
in this report. 


Psychologists 


The committee has been assisted in the 
study of the role of psychologists in the mental 
health field and the training facilities for psycho- 
logists by three submissions from the Ontario 
Psychological Association. 


In this connection, it should be noted that 
the committee has recommended in Chapter I of 
the report, the employment of 31 psychologists in 
community mental health clinics. The employment 
of clinical psychologists in mental hospitals in the 
United States has progressed much farther than is 
the case in Ontario. The success of this develop- 
ment in the United States leads the committee to 
believe that a similar development in Ontario is 
desirable. 


It is considered that the planning of the 
personnel requirements should take adequate account 
of the services of psychologists in mental hospitals 
and community clinics. 


Social Workers 
The survey committee has been assisted 


in this study by a presentation from the Canadian 
Association of Social Workers. 
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It appears that the role of the social 
worker is now in the process of development and 
has not reached the stage where there is any auth- 
oritative well-settled statement of the function of 
the psychiatric social worker, particularly ina 
mental hospital. This is illustrated by the fact 
that there are very few social workers employed 
in the mental hospitals in Ontario. 


The committee does not necessarily 
agree with all of the views contained in the presen- 
tation, and is of the opinion that the exact role of 
the social worker will be elucidated as more workers 
are employed in hospitals and clinics. 


The committee has gone on record in 
Chapter I by recommending employment of one 
social worker in each community clinic, and it also 
recommends more extensive employment of social 
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workers in mental hospitals. It is considered that 
the nature and extent of the employment of social 
workers in mental hospitals should be ascertained 
in the course of experience by the administrators 
of the hospital. 


Nurses 


The committee considered the matter 
of instruction in psychiatry for undergraduate nurses 
in general hospitals. 


According to a statement issued by the 
Nurses! Registration Division, Ontario Department 
of Health, in the "curriculum and information for 
schools of nursing in Ontario, 1949", psychiatric 
affiliation for three months will be required for 
all student nurses who enter schools of nursing 
on or after the 31st day of August, 1951. 


CHAPTER III 
MENTAL HOSPITAL FACILITIES 


This chapter deals with the hospital 
facilities for mentally ill, mentally defective, 
epileptic and habituate (alcoholic and drug addicted) 
patients. The provision of these hospital facilities 
has been recognized for over a century as a direct 
obligation of the government of the province. This 
survey touches upon the facilities for these patients 
in general hospitals and in private mental hospitals 
but it is directed largely tothe mental institutions 
maintained and operated by the Province of Ontario 
through the Department of Health. 


The mental institutions operated by the 
Department of Health are 15 in number. There are 
14 hospitals which are known as "Ontario Hospital 

" followed by the name of the place in which 
the hospital is located. These 14 hospitals are 
governed by the Mental Hospitals Act. They are for 
the treatment of patients suffering from the kind 
of mental disorder referred to in the foregoing 
paragraph. 


The remaining hospital, known as the 
Toronto Psychiatric Hospital is governed by the 
Psychiatric Hospitals Act. The hospital was founded 
in 1925 as the result of an agreement between the 
Province of Ontario, the city of Toronto and the 
University of Toronto. It is a special type of mental 
hospital, intended primarily for the short term 
investigation and treatment of persons resident 
in Toronto and suffering from the less severe mental 
disorders. The hospital is affiliated with the Univer- 
sity of Toronto and is a centre for teaching and re- 
search. 


The nature and extent of the service per- 
formed by the 14 mental hospitals is illustrated 
by a few citations from the 82nd annual report of 
the Ontario Hospitals Division of the Department 
of Health covering the calendar year 1948. 


There were 3, 032 first admissions and 
928 readmissions during the calendar year 1948. 


As of December 31, 1948, the total 
number of mental patients on the books in Ontario's 
14 hospitals was 17, 903 - an increase of 512 over the 
previous year, There were 15, 969 patients actually 
in hospital, 1,427 on probation, 490 boarded out. 
and 17 eloped but not discharged. In addition, there 
were 71 patients in Toronto Psychiatric Hospital 
at the end of 1948. Expenditures of the Provincial 
mental health services during the year 1948 totalled 
$11, 315, 000. 


Survey of Provincial Mental Hospitals 


Lack of space precludes the publication 
in this report of the extensive information compiled 


with respect to each of the 14 Ontario (mental) Hos- 
pitals and the Toronto Psychiatric Hospital. These 
hospitals were all visited by representatives of 
the committee. Comprehensive surveys were con- 
ducted and reports were made to the committee. 
These reports have all been filed and are available 
for future reference. 


It is the impression of the committee, 
after examining conditions in each of the hospitals, 
that there is room for improvement in the physical 
state of some buildings. While each Ontario mental 
hospital is pleasantly situated in parklike grounds, 
the interiors of most buildings tend to be drab and 
depressing. Interior decoration generally can be 
made more attrative at no extra expense and _ with 
no sacrifice of practicality. For example there 
is one ward for difficult mental defectives in which 
non-porous floors and a better grade of wall and 
ceiling finish, plus more adequate bathroom fac- 
ilities, would make the area not only more attractive 
but immeasurably more sanitary and healthful. 


The committee has concentrated its 
attention on the mental hospital picture viewed as 
a whole. This chapter analyses the existing hos- 
pital facilities throughout the province and concludes 
with recommendations for the improvement and 
extension of these facilities. It contains 13 tables 
and six charts covering statistical information 
relating to the Ontario hospitals. This information 
relates to the calendar year, 1948. 


Referring to Table B9, it will be noted 
that there were 16, 459 patients in residence (490 
of whom were boarded out). The distribution of 
these patients by age groups is shown. In the same 
table it will be noted that there were over 3, 000 
first admissions during the year 1948. 


Table B10 shows the overcrowding by 
hospitals and in total. Thus it will be seen that 
at the end of 1948 there were 2, 926 more patients 
in residence than the hospitals can properly acc- 
ommodate. 


In Table B11, additional information 
respecting the patient population is given. 


Table B12 calculates the number of beds 
required to provide adequate accommodation for 
the mentally ill of Ontario. The calculation is 
based upon standards issued by the Government 
of Canada which is quoted in the table. 


A total of 24, 437 beds are required to 
serve the existing population of Ontario. The ex- 
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isting hospitals have a bed capacity of 13, 021 (with- 
out overcrowding). Therefore, 11, 416 additional 
beds are needed to serve the existing population. 
This does not provide for an increase in population. 
If it were assumed that the population of Ontario 
will increase by 100, 000 per year, as it has done 
in the past few years, 574 beds should be added 
each year. 


The committee is of the opinion that 
the formula applied in estimating the bed require- 
ments conforms generally with the formulae which 
have been applied in other countries, particularly 
in the United Kingdom and in the United States. 
It should be stressed, however, that the main thing 
is not a precise mathematical calculation of bed 
needs. What is important is to have an adequate 
construction program planned for several years 
in advance so that each year there is an orderly 
accretion to the hospital service. This should be 
an integrated plan so that as the accretion of beds 
is made, the training facilities are geared to pro- 
duce the requisite trained staff for the additional 
hospital accommodation. 


The Survey Committee estimates that 
Ontario needs 11, 416 more mental hospital beds. 
In addition, Ontario should build 574 beds each 
year to cover the increase in population. 

Is this estimate sound? Compare the 
situation in New York.State. 


New York State has a population of 
14,400,000 compared with Ontario's 4, 255, 000 
for the period to be compared. The population of 
Ontario is about 30 per cent of the population of 
New York State. 


New York State has 100, 000 patients 
in residence in mental institutions which compare 
with Ontario's 15,969. If it be assumed for the 
purpose of this illustration that the incidence of 
mental illness in Ontario is the same as that of 
New York State, Ontario would have 30, 000 pat- 
ients in mental institutions (30 per cent of 100, 000). 


If Ontario adds the 11,416 beds rec- 
ommended by the committee to the 15, 969 beds 
now occupied, the province will have 27, 385 beds. 
Ontario would still have less accommodation than 
New York State per population. 


The Survey Committee has estimated 
an increase of 574 per year in the number of per- 
sons requiring admission to mental hospitals in 
Ontario. 


It should be apparent that the recom- 
mendation for an additional 11,416 beds and an 
increment of 574 beds annually is a minimum est- 
imate of the needs of the Province of Ontario. 


An increasing number of older patients 
are being admitted to the Ontario Hospitals. For 
example, 23.4 per cent of the first admissions 


during the year 1948 were patients 65 years of age 
and over. 


The question arises as to whether these 
older patients could be cared for in some other 
type of institution. The committee estimates that 
1,100 of the patients now in residence could be 
cared for in some other type of institution if such 
accommodation were available. It should not be 
assumed too hastily that these 1, 100 patients could 
be transferred, for example, to houses of refuge 
for the aged and infirm. These patients require 
considerable medical and nursing care and they 
can be cared for only in an institution equipped and 
staffed to provide such care. 


Attention is directed to the supply of 
physicians in the Ontario mental hospitals. Reference 
Should be made to Table B15. Looking at the bottom 
of the table, it will be seen that there is presently 
one physician for 301 patients. The committee 
recommends that the ratio of physicians to patients 
should be one physician to 150 patients. This is 
not an ideal standard but after reviewing various 
standards which have been proposed elsewhere, 
(for example, by the American Psychiatric Ass- 
ociation), the committeeis of the opinion that the 
ratio of one physician to 150 patients would provide 
for reasonable care and treatment. The table 
shows that there are 53 physicians for ward duty. 
This number should be doubled to bring the number 
of physicians up to the standard recommended by 
the committee. 


The committee made inquiries to ascertain 
why the number of physicians employed in Ontario 
Hospitals is so small. The results of these inquiries 
appear in Charts 1 to 6. 


Chart 1 shows the number of.nhysicians 
in the mental hospital service from 1935 to 1949. 
The number increased from 1935, reaching a peak 
in 1939, then declining yearly until 1945. There 
was an increase in 1946, the number remained stat- 
ionary for two years and is now declining. In add- 
ition, it should be noted that the number of physicians 
has never reached its prewar strength. During this 
period, 91 physicians left the Ontario Hospital 
Service, not including those who were superannuated 
or died. 


Chart 2 gives the age spread of physicians 
and reveals that the greatest number fall into the 40 
to 49 group. 


Chart 3 and 4 deal with the length of 
service and length of service prior to resigning, 
in the case of those who left the service within the 
1935-49 period. These reveal thataconsiderable 
number of doctors enter the service and remain 
for about three years. There is a sharp drop in 
numbers of doctors having four or five years of 
service. The largest group of doctors is found 
in the 20 to 24 years-of-service bracket. Itis 
obvious that the O.H.S. is now largely dependent 
upon an older group of doctors who will be retir- 
ing in a few years. 
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Chart 5 shows clearly that most phy- 
sicians who resigned from the service were being 
paid less than $3, 400 a year when they left. And 
Chart 6 reveals that at the time of this survey the 
largest salary group among doctors in the mental 
hospital service was that from $4, 700 to $5,500 
per year. 


The situation with respect to psychiatrists 
in the Ontario Hospitals may be summed up by saying 
that about one-half the number are now employed 
who are required. There has been a marked exodus 
from the service during the war and in the ensuing 
years. It is obvious that the low salary schedule 
is one factor in producing this exodus. 


Tables B16, B17 and B18 portray the 
situation with regard to other personnel. There 
is a shortage of graduate registered nurses which 
is considered to be a reflection of the general nursing 
shortage, not peculiar to the government hospitals. 
These tables show inadequate employment of psychol- 
logists and social service workers. 


A glance at Table B19 gives a picture of 
the expenditures for the mental hospitals for the 
year ending March 31, 1949. It will be seen that 
it cost the province $1.84 to maintain a patient in 
a mental hospital for one day. 


These figures may be compared with the 
cost of maintaining a patient in a general hospital 
during this same period. In the public general 
hospitals during the year 1948 it cost on an average 
$7.55 per day to maintain a patient. 


These low maintenance costs show that 
the mental hospitals are operated with due regard 
for economy. On the other hand, it is reasonable 
to assume that this same regard for economy has 
resulted in insufficient accommodation, overcrowd- 
ing and insufficient staff. 


When hospitals become overcrowded 
and understaffed, certain results are inevitable. 


One obvious result is that patients re- 
quiring hospitalization cannot be admitted. Thus, 
there is a waiting list of over 1,500 mentally de- 
fective children who should be admitted to an in- 
stitution similar to Orillia. This is only a fraction 
of the number requiring admission as many people 
do not place their name on the waiting list after 
being informed that there is no possibility of ad- 
mission before a lapse of at least six months. 


Some of the mentally ill people appear 
in the magistrates' courts. Because of the lack 
of hospital accommodation, they are held in jails 
while their case is being settled. Even after the 
magistrate has determined that admission toa 
mental hospital is necessary, many of these people 
are held in jails for an unduly long period waiting 
their turn to be admitted to hospital. The detri- 
mental effect of this procedure requires no elabor- 
ation. 


Another inevitable result is that patients 
who are admitted to hospital cannot receive adequate 
treatment. The modern mental hospital should be 
equipped to treat any organic illness from which 
patients may be suffering and in addition the hospital 
should be able to provide the recognized specialized 
forms of treatment for mentally ill patients including 
psychotherapy, physiotherapy, occupational therapy, 
insulin treatment and electroconvulsive therapy, 


The inadequacy of the treatment facilities 
is illustrated by a reference to the limited facilities 
for providing insulin treatment. This is a form of 
treatment which has considerable application in the 
treatment of patients diagnosed as suffering from 
schizophrenia. In the year 1948 there were 663 
patients admitted to mental hospitals in Ontario 
with this condition. These were patients who had 
no previous admission to hospital. An additional 
290 were admitted suffering from this form of 
illness. These were patients who had been ina 
mental hospital on some previous occassion. On 
a conservative estimate 50 per cent of the 663 first 
admissions for schizophrenia would benefit from 
insulin treatment. 


This form of treatment, however, can 
be given at only three out of the 15 hospitals, namely, - 


Toronto Psychiatric Hospital (six patients) 
Ontario Hospital New Toronto (12 bedsfor 
women) 

Ontario Hospital London (six beds for women, 
six beds for men). 


Survey of Mental Facilities in General Hospitals 


At the end of 1948, there were 146 public 
general hospitals in Ontario. Of these only three 
provide any separated accommodation for patients 
requiring psychiatric treatment. 


The Ottawa Civic Hospital provides nine 
beds for psychiatric patients. The facilities are 
far from ideal. 


The Victoria Hospital, London, has a 
psychiatric unit of 13 beds for female patients. A 
psychiatrist supplied by the Department of Health 
of Ontario directs the unit. 


In July 1949, the Toronto General Hos- 
pital (Wellesley division) established a 32-bed unit 
for psychiatric patients staffed by two psychiatrists 
provided through the federal health grant to the 
Province of Ontario. 


The Kingston General Hospital accommo- 
.dates a variable number of psychiatric patients 
on the medical wards. 


Similarly, a variable number of patients 
are treated on the medical wards of the Toronto 
General Hospital, Toronto Western Hospital, St. 
Michael's Hospital, Toronto, and St. Joseph's 
Hospital, Toronto. 
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ANALYSIS of MEDICAL STAFF 
ONTARIO HOSPITAL SERVICE 


CHART Bl CHART B2 


AGE OF O.H.S. PHYSICIANS 
(as of December, 1948) 


NUMBER OF PHYSICIANS IN ONTARIO HOSPITAL SERVICE 
(from 1935 to 1949) 














CHART B3 CHART B4 


YEARS OF SERVICE OF O.H.S. PHYSICIANS 
(ag of December, 1948) 


YEARS OF SERVICE PRIOR TO RESIGNATION 
(1935 to 1949) 
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CHART B5 


RESIGNATIONS of PHYSICIANS FROM ONTARIO HOSPITAL SERVICE 


from 1935 to 1949 by Salary Group 


UNDER $3,000 $3,500-$3,900 $4,500-$5,000 OVER $5,000 





CHART B6 










SALARIES of PHYSICIANS in GNTARIO HOSPITAL SERVICE 


(as of October, 1949) 








$6,500 
037500 ES 


$5,600 
to $6,500 


$4,700 
to $5,500. 


$3,700 
to $4,600 


$3,000 
to $3,600 
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This brief statement shows that it is 
not the usual practice for general hospitals to pro- 
vide accommodation for mentally ill patients. 


Architectural plans for units of 20 to 50 
beds were secured by the committee from the United 
States Public Health Service, and the Department 
of National Health and Welfare. 


A representative of the committee visited 
a number of centres in the United States where such 
units are being developed, namely, the Strong Mem- 
orial Hospital, Rochester, N. Y., Massachusetts 
General Hospital, Boston, Mount Sinai Hospital, 
New York City and the Payne Whitney Psychiatric 
Clinic, New York City. The information thus secured 
was of assistance to the committee in assessing the 
value of psychiatric beds in general hospitals and pro- 
cedures for their establishment and administration. 


The committee recommends the devel- 
opment of psychiatric units in public general hos- 
pitals. 


Private Mental Hospitals 


Private mental hospitals are licensed 
by the Department of Health of Ontario under the 
Private Sanitoria Act. 


The institutions now licensed are Home- 
wood Sanitorium (225 beds), Shadowbrook Health 
Foundation (for alcoholic patients, 30 beds) and 
Bethesda Hospital (25 beds). 


Conclusions 


From the information adduced in this 
part of the report, it is obvious that more mental 
hospital beds are required in Ontario. The comm- 
ittee estimates that 11,416 beds should be built 
to serve the existing population, plus 574 beds each 
year for the yearly increase in population. 


One survey in the United States stresses 
the building of mental hospitals in large cities to 
attract greater numbers of properly qualified psy- 
chiatric personnel. In Ontario, this must be bal- 
anced against the need to make the hospital acc- 
essible to patients and their relatives and friends. 
A reasonable compromise is to assign a high pri- 
ority to the needs of the three teaching hospitals: 
Toronto Psychiatric Hospital, the Ontario Hospital 
London, and the Ontario Hospital Kingston. The 
Toronto Psychiatric Hospital is in a postion to 
attract qualified personnel and it can handle a large 
volume of treatments because the majority of its 
patients do.not require prolonged hospitalization. 
It is a key teaching centre. Yet this hospital has 
insufficient bed accommodation and its out-patient 
department is about to be ejected from its present 
quarters. 
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The committee recommends that 53 
psychiatrists be added to the staffs of the Ontario 
mental hospitals. In addition, one psychiatrist 
should be employed for each 150 beds that are 
added to the hospital accommodation. This will 
necessitate extension of the training facilities, 
It will also necessitate an improved salary scale. 
The committee makes no recommendation with 
regard to the specific salaries necessary to attract 
psychiatrists to the staff of the Ontario mental 
hospitals. Attention should be drawn, however, 
to the fact that the federal government is adver- 
tising for a psychiatrist without specialist cer- 
tification at a commencing salary of $5, 200 per 
year. The Ontario government is paying less than 
$5,000 per year to psychiatrists with specialist 
certification and several years' experience. 


In solving the problem of medical per- 
sonnel, attention should also be given to the em- 
ployment of practising psychiatrists on a part- 
time consulting basis. This system, which is used 
in D.V.A. hospitals and in general hospitals, could 
be used much more extensively in provincial mental 
hospitals. 


The employmentof additional psychologists 
and psychiatric social workers is recommended by 
the committee. 


The committee recommends that the 
development of psychiatric units in general hos- 
pitals be encouraged and specifically that the Province- 
of Ontario should provide the following financial 
assistance, - 


(i) a capital or building grant of $1,500 per 
bed (instead of the usual $1, 000 per bed for general 
hospitals) to be matched by a similar grant from the 
federal government; 


(ii) that the maintenance grant for indigent 
patients in such units be fixed at an amount greater 
than the general maintenance grant, the amount 
to be determined when the cost of operating such 
units is ascertained; 


(iii) that general hospitals providing accom- 
modation for out-patient community clinics be 
granted the financial assistance described in Chapter 
II of the report. 


The committee concludes its recomm- 
endations respecting mental hospitals by stressing 
the need for integrated planning of the mental hospital 
service together with the other elements necessary 
for a good mental health service, particularly, the 
university facilities for training personnel and the 
development of community clinics. 


TABLE B20 


DEATHS IN ONTARIO MENTAL HOSPITALS 1948, BY DURATION OF HOSPITAL LIFE 


(not including Toronto Psychiatric Hospital) 
' ae of Percent No. of Months No. of Percent 











over 20 years Under 1 month 176 
152189" 1-3 
4 re 7 W 
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TABLE B21 


DEATHS IN ONTARIO MENTAL HOSPITALS BY AGE GROUPS FOR YEAR 1948 
(not including Toronto Psychiatric Hospital) 


Patients Percent Deaths Percent of 


in resi- ; 
Age Groups - an of Total During Total 


Dec. 31, 1948 


Patients 


70 years & over 
65 - 69 years 
60-64 " 
55 - 59 

50 - 54 

45 - 49 

40 - 44 

35 - 39 

30 - 34 

25 - 29 

20 - 24 

15 - 19 
under 15 
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CHAPTER IV 
MENTAL HEALTH FACILITIES FOR THE COURTS 


This chapter contains a survey of the 
mental health facilities for juvenile and family courts 
and magistrates’ courts, and the survey committee's 
recommendations for the improvement and ext- 
ension of these facilities. 


Juvenile and Family Courts. 


For the purpose of securing information 
with respect to mental health facilities in juvenile 
and family courts, and to obtain the opinion of the 
judges, a letter was sent out to all such courts in 
Ontario. Thirty-three letters were sent out and 
19 replies were received. 


An analysis of the replies shows that: 


(a) Ten courts are completely satisfied with 
the services available. Nine of these are provided 
with mental health facilities primarily through 
travelling mental health clinics and assisted by 
Ontario Hospitals or local units sufficient for their 
needs. These courts are located in the areas of 
Oxford, Wellington, Halton, Stormont-Glengarry- 
Dundas, Kent (Chatham), Brant (and Brantford), 
Wentworth (and Hamilton), Middlesex (and London), 
Thunder Bay. The tenth court at Toronto has a 
permanent mental health service located in its own 
setting, which provides a satisfactory arrangement. 


(b) Five courts have mental health facilities 
but the judges considered that there should be con- 
siderable extension of these services. Here, too, 
the services are provided by travelling mental 
health clinics. These courts are located in the 
areas of Haldimand, Carleton, Windsor-Walkerville- 
Ford, Norfolk and Waterloo. 


(c) Four courts have no (or practically no) 
mental health facilities. These are located in the 
areas of Temiskaming, Grey (and Owen Sound), 
Dufferin and Peterborough. 


The judges, almost without exception, 
stressed the need for an adequate mental health 
service. Many felt that the function of the court 
was handicapped by the lack of a consultation service. 
Those who had not such service or whose service 
was considered inadequate consistently stressed 
the importance of establishing adequate facilities. 
Several, such as the courts at Windsor, Peter- 
borough, Carleton (Ottawa), suggested that the 
populations they served warranted the establish- 
ment of permanent psychiatric clinics. Others 
felt that a psychiatric clinic permanently established 
in a large centre close by would facilitate and im- 
prove services. Still others expressed the opinion 
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that their courts could be served to greater ad- 
vantage if the amount of the time given by the visit- 
ing clinics could be increased. 


It would be fair to assume that courts 
in other areas (from which replies were not re- 
ceived) which are not served by travelling mental 
health clinics, or not adjacent to Ontario Hospitals, 
have no mental health facilities. 


Magistrates’ Courts 


In the survey of mental health facilities 
for the magistrates’ courts, the committee was 
assisted by the Ontario Magistrates' Association. 
Upon the request of the committee, the Association 
submitted a questionnaire to all the magistrates of 
the province in order to obtain factual information 
as to the facilities available in each magisterial 
district. 


The following is a summary of the re- 
plies which were received. The summary was 
prepared by the representative of the Magistrates' 
Association at the request of this committee. 


"At your request I submitted a question- 
naire to all the magistrates of the province for 
the information requested by you in your letter 
of April 1st last. 


"T have received numerous replies and 
they seem to be divided into two classes. 
There are a large number of magisterial dis- 
tricts in which mental hospitals and clinics 
are available. In other districts there are 
no hospital or clinic facilities; neither are 
there any resident psychiatrists. 


"The result is that in this latter class 
all examinations must be made in the local 
gaol. The patient is required to remain in 
the gaol pending examination by local phys- 
icians and transfer to a mental hospital. 


"Formerly it was possible for the mag- 
istrate to remand a suspected mentally ill © 
person to an Ontario Hospital for a period 
of 60 days for mental observation. This 
practice, however, was discontinued in Octo- 
ber, 1939, on instructions from the Attorney- 
General's Department. 


"In the Sudbury district, in 1947, we had 
68 mental patients in the gaol; in 1938, 61. 
It has been my experience that patients com- 


mitted to an Ontario Hospital sometimes are 
not transferred to a mental institution for a 
considerable length of time. One patient was 
held in the Sudbury gaol from February 26th 
to May 3rd of this year (1948). 


"These patients require extra care and 
attention in the gaols and the staff is not qual- 
ified to take care of them. The mentally ill 
people must be kept with criminals serving 
sentences. They cannot be segregated, and 
of course they frequently disturb the other 
inmates of the institution. There is also the 
danger of a mentally ill person inflicting in- 
jury on himself, and so he must be kept under 
constant observation. In some instances the 
mentally ill persons require medical atten- 
tion, and this service cannot be obtained in 
the gaol 24 hours a day, particularly where, 
as in a great number of cases, the gaol phys- 
ician is a part time employee. 


"This situation obtains in Sudbury and 
District, District of Algoma,County of Simcoe, 
District of Terniskaming, Rainy River District, 
Prescott and Russell County (Vankleek Hill) 
and Peterborough County. 


"On the other hand, the practice in courts 
adjacent to Ontario mental hospitals seems to 
be uniform and the services and facilities of 
these hospitals are available to the courts. 
This applies at Kingston, St. Thomas, Owen 
Sound, Chatham, Ottawa, Kitchener, Welland, 
City of Toronto, Windsor, Woodstock, Fort 
William and Hamilton". 


It is apparent from this survey that an 
improvement and extension of the mental health 
facilities for the magistrates' courts are needed, 
with the following objects in view, - 


(a) to eliminate or at least to shorten the 
time spent by mentally ill people in jails; 


(b) to provide a diagnostic service in order 
that a magistrate may secure an expert opinion 
in a case where the person appearing before the 
magistrate is suspected of being mentally ill or 
mentally defective. 


There are two types of service which 
are required for the magistrates' courts. 


The first of these services is an arr- 
angement which authorizes a magistrate to commit 
a person who requires a mental examination to a 
mental hospital for a short period of observation. 
Legislative authority for this procedure is contained 
in section 35 of the Mental Hospitals Act (author- 
izing a magistrate to commit such a person in an 
Ontario Hospital for observation), and in section 
9 of the Psychiatric Hospitals Act (authorizing a 
magistrate to commit such a person to the Toronto 
Psychiatric Hospital). The difficulty in implementing 


this provision is the shortage of hospital accomm- 
odation. 


This is illustrated by a reference to Table 
B22. The table shows, for example, that in the 
year 1939, 271 persons were committed to Ontario 
mental hospitals under this procedure. The number 
shows a reduction until the year 1945, when the 
number was reduced to 52 persons. The reduction 
is these cases is due to the lack of accommodation 
in the Ontario Hospitals. 


The same situation obtains at the Toronto 
Psychiatric Hospital as shown in Table B23. A 
glance at this table will show that the number of 
cases referred to the Toronto Psychiatric Hospital 
by the magistrates' courts reached a peak of 347 
in the year 1932. The number fell to 42 in the year 
1948. This reduction is caused by increased de- 
mands upon the limited accommodation in the Toronto 
Psychiatric Hospital and the consequent necessity 
of using the available beds for other types of em- 
ergency cases. 


The second type of service for the mag- 
istrates' courts has not been developed in Ontario. 
This is a service whereby a magistrate may refer 
a person to an out-patient clinic for a psychiatric 
opinion. This type of service is developing in the 
United States. Table B24 is a summary of the 
facilities provided by seven such clinics in various 
parts of the United States. This table is reproduced 
with the permission of the The American Journal of 
Psychiatry from an article by Manfred S. Guttmacher, 
M.D. (F.A.P.A.), of Baltimore (issue of June, 
1950). 


Three representatives of the committee 
visited one of these clinics in the United States. 
The clinic which was visited is the one located in 
Detroit (the third one shown in Table B24) and dir- 
ected by Dr. Alan Canty. Judge Murphy, of the 
Michigan Bench, was also interviewed, and he 
stated that it would greatly diminish the efficiency 
of the courts if the services of the clinic were not 
available. Of the approximately 22,000 cases 
appearing before the courts, about 10 per cent or 
2,200 each year, are referred to the clinic. 


The committee is of the opinion that 
where a community clinic is established as rec- 
ommended in Chapter I, such a clinic could include 
in its functions the examination of cases referred 
to it by the magistrates' court in that locality. In 
larger centres such as Toronto, there would be a 
sufficient volume of cases to warrant the establish- 
ment of a specialized clinic for these persons. 


Where such a clinic is established, it 
will undoubtedly reduce the number of cases which 
are admitted to a mental hospital for observation, 
although the latter procedure would still be nec- 
essary for cases requiring prolonged and intensive 
observation and examination. 
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Recommendations. 
The committee recommends that, - 


(a) mental health services be provided for (b) the improvement and extension of services 
all juvenile and family courts by the establishment for the magistrates’ courts by the provision of ad- 
of permanent clinics in the larger centres and by equate mental hospital accommodation (as recomm- 
the establishment of the community clinics rec- ended in Chapter III) and by the establishment of 
ommended in Chapter I; community clinics (as recommended in Chapter I). 


TABLE B22 


The number of first admissions and readmissions to Ontario mental hospitals by order of Magistrate 
(Section 35) during the period April 1, 1938, to December 1, 1947, are set out in the following table. 


ADMISSIONS BY ORDER OF MAGISTRATE (SECTION 35) ONTARIO MENTAL HOSPITALS 
1939 to 1947 


First peat 


Male Female Total Male Female Total Male Female Total 


TOF 1 Bee Oo DO 





* Nine-month period ending December 31, others are twelve months ending March 31st. 


It is noted that the ratio of male to female admissions under Section 35 is about 6 to 1. 


It is also noted that the ratio of first admissions to readmissions among cases in this group is about 
53 to 1 for both sexes. 


TABLE B23 


TORONTO PSYCHIATRIC HOSPITAL-CASES ADMITTED BY MAGISTRATES’ WARRANTS 
1928-1948 


[Male [ Female | ToTaL | Year | Male | Female || TOTAL | 
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TABLE B24 
COURT PSYCHIATRIC FACILITIES 
--- IN THE UNITED STATES --- 




























Annual Case 
Load, Types 
Service 









Name, 
Population, 
Date Estab. 













Annuai Time of 
Budget Exam. 


Nonprofess. Pers. 
Salaries 


Profess. Pers. 
Salaries 


Author. 
Act 





Location 








































































































Chicago, 1914 Court No Psychiatrists: 2 secty. -clinic Psychiat, opin., $77,910 | Pretrial, 
3, 396, 808 House statutory Director (full time), managers, $3,000 4,000 15% 
Psychiatric House of basis $7, 500 2 stenog., Fitness to drive, Posttrial, 
Institute Correct. 4 psychiat. (part time), $2, 600-$2, 800 +50 85% 
of (Research $3, 000-$5, 000 Clerk I.B.M., Some treatment 
Municipal Unit) 1 psychol. (part time), $2, 700 cases 
Court $1, 800 1 switchboard No juveniles 
2 psychiat, social oper., $2, 200 Total, 4,100 


workers, $4,000 
2 soc. workers, $2, 600- 
$3, 000 


1 woman bailiff, 





























































































Baltimore Court Chap. 1 psychiat. (part time), 1 stenog. - Psychiat. opin., $12,000 | Pretrial, 
1921 House 120. $5, 000 secretary, 180 50% 
859, 100 and ActsA1920} 1 psychol, (full time), $2,500 Physic, ability to Posttrial, 
Medical Jail Maryland $3, 600 work, 15 50% 

Office of Offices 1 hematologist (part Blood grouping 
Supreme time), $700 Bastardy, 95 
Bench Soc. workers, none Fitness to drive, 8 





Credibility as wit- 
ness, 5 

Juveniles, rare 

Total, 300 


















































Detroit Act 369 2 sect. med. 









Municipal Exec. direc. psychol. Psychiat. opin., $104, 635] Pretrial, 
































































































































































1921 Court | Pub. Act $10, 416 (full time) stenog. , 2, 250 8% 
1, 623, 452 Building {1919, Sect. 1 chief psychiatrist, $3, 670-$4, 417 Fit~ess to drive, Posttrial, 
sychopathic 16520 $7, 615-$8, 396 (full time) 4 sen. med. 425 92% 
Clinic of (Mich. ) 1 assit. psychiatrist, stenog. , Miscellaneous, 30 
Recorders $6, 753-$7, 581 (full time) | $3, 007-$3, 352 Juveniles, rare 
Court 1 head psychologist, 3 jun. med. Total, 2,700 
$4, 977-$5, 598 (full time) stenog. , 
4 senior psychol. $2, 743-$2, 875 
$4, 370-$4, 847 (full time) 
3 jun. psychol. , 
$3, 894-$4, 212 (full time) 
1 physician (part time), 
$2,395 
Cleveland Criminal] General Director -psychiat. 2 secretaries, Psychiat. opin., $33,500 | Pretriai, 
1925 Court | Code of (part time), $7, 200 $2, 500-$3, 000 650 10% 
878, 336 Building Ohio 1 psychiat, (part time), Physic. ability to Posttrial, 
Psychiatric 1541 $5, 000 work, 5 90%. 
Clinic of 2 psychol. (full time), Fitness to drive, 
Municipal $3, 600-$4, 300 20 
and 2 psychiat. soc. workers, No juvenile cases 
Criminal $3, 750-$4, 400 Total, 675 






Courts 
















































Pretrial, 














































Chicago Criminal Ill. Statute} Director-psychiat., 15 1 clinic. secty., Psychiat. opin., re.:| $23, 0CO 
1931 Court Estab. hours, $7,500 $2,820 (A) Able to go 95% 
3, 396, 803 Building Bureau 1 assoc. psychiat., 15 1 med. stenog., to trial, Posttrial, 
Clinic of Public hours, $3, 900 $2, 400 (B) Mental 5% 
Criminal . Welfare 1 psychol., 15 hours 1 clerk typist, disease 
Court of in Counties $1, 716 $2, 100 present, 450 
Cook County Over 1 soc. worker (full time), Med. emergencies 
500, 000 $3, 000 in courthouse 
With No juvenile cases 
Medical Total, 500 


Service 








































































































































































New York Criminal Section 4 Psychiat, 2 clinic clerks, Psychiat, opin., Pretrial, 
1932 Court 939 $3, 200-$ 6, 450 $2, 000-$3, 160 27537 15% 
Manhattan Building Code of 2 psychol, (full time), 2 stenogs., Therapy, few Posttrial, 

County Crim. $3, 000-$3, 500 $2, 000-$3, 190 No juvenile cases j 
1, 889, 424 Proceed. Soc. workers, none Totaly, 575 All cases 
Psychiat, Clinic N. Y. State 
Court guilty 
Genl. Sessions 
Pittsburgh City- No Director-psychiat. 1 sect. statist., Psychiat. opin., $36,700 | Pretrial 
1937 County Statute, time), $4, 800 $5, 000 546 chiefly 
671, 659 Building | Estab. by 1 psychiat. (full time), 2 stenogs., No juvenile cases 
Behavior and Jail City Com- | - $7, 200 $2, 500-$3, 000 Total, 575 
Clinic, Court Offices missioners| 1 asst. psychiat. (part 
Quarter as time), $4, 200 
Sessions Part of 1 psychol., $5,000 
Allegheny Probation (full time) 
County Dept. 2 psychiat. soc. workers 


$2, 800 
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Psychiat, 
Referral 
_ Sources 


95% Judges 
Munic. Court 
+5% from 
101 community 
agencies 


Judge, 57% 

Jail, 15% 

Defense counsel, 
15% 

States atty., 6% 

Prob. dept., 3% 

Others, 2% 


Crim. court div. 
judges, 95% 
Prob., 2.5% 
Jail, 2.5% 
Traffic div. 
judges, 70% 
License bureau, 
state police, 
et al., 30% 


Judges, 97% 
Probat., 3% 


Judges, 98% 
Jail, 2% 


Judges, 98% 
Prob. cases from 
other cities, 


Judges almost 
entirely 

Dist. atty. may 
refer through 
judges 


Personal 
Testimony 


400 cases 


15 cases 


225 sanity 
commission 


cases 


‘Very few 


Rare, 
few 
murder 

cases 


Admissi- 
bility of 
report 


Nearly 
always 
admitted 


Nearly 
always 
admitted 


TABLE B24 (Cont. ) 
COURT PSYCHIATRIC FACILITIES 
--- IN THE UNITED STATES --- 


Types Psych. 
Report 


Brief report 
with recom- 
mend. in 
nearly all 

Full psychiat. 
report to 
treatment 
agencies 


Full 87% 

Brief, 13% 

Specific recom- 
mend, re 
dispos., 95% 


Only when | Restrict. to 


sanity 
commiss. 
appointed 


Posttrial 
cases 


All 
admitted 


Generally 
not 

admitted 
as 

evidence 


Not used 
as 
evidence 


sanity-insan. 
issue, 8% 

Full psych. 
study with 
Specific recom- 
mend., 92% 


Full psychiat. 
study, 98% 
Brief psych. 
study, 2% 

Genl. recom. re 
dispos., 75% 
Specif. recom. re 
dispos. , .20% 


Full psychiat. 
study, 98% 
Recommend, re 
dispos., none 


Full psych. 
study, 95% 
Recommend. re 
dispos. made 
in only 
psychotics 

and defectives 


Full psychiat. 
study, 100% 
Summary sent 
court 

Specific recom- 
mend. re 
dispos. in 
some cases 











Observ. 


Facility 


No 
hospital 
facility 


Jail 
hospital 

not 
adequate 


Psycho- 
pathic 
ward 


receiving 


hospital 


Jail 
hospital 


Inpatients 


at 


Bellevue 


Hospital 


Jail 
hospital 
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Clinical Tests 
Employed 


Blood tests- 
syph., all fe- 
male sex cases 

—some males 

Spinal fluid, 
+12 per ann. 

E.E.G., +100 
per ann. 


Blood tests- 
syph., all cases 
under age 50 
Spinal fluid, 6 
X-ray skull, 4 
E.E.G., 5 


Blood tests- 
syph., all cases 
Spinal fluid, 250 
E.E.G., 50 


Blood tests- 
syph., 100 
Spinal fluid, 3 
| Del al © Bes al) 


Blood tests- 
syph., all 
Gonoc. smear, 
all 

E.E.G., 5 


None in clinic 


Blood tests- 
syph., nearly 
all 

Spinal fluid, 

a few 

E.E.G., a few 


Psychological 
Tests 


Wechsler, T.A.T., 
Rorschach sev- 
eral a day 

Also aptitude. 
achievement, 
reading tests, 
visual memory 
drawings 


Psychometric test 
(Otis, Wechsler, 
Binet), 100% 
Rorschach, 90% 
Free hand draw- 
ing, 90% 
One’ or more other 
tests (T.A.T.; 
four picture test; 
Bender; M.M. 

.: word assoc. 

50% 

Otis, 100% 
Wechsler or Ter- 
man if Otis I.Q. 

less than 70 
Rorschach, 100 
Bender, 50 


Wechsler, 600 
Binet, 25 
Rorschach, 10 
TiAl... 40 
Szondi, 10 


Wechsler, 450 
Rorschach, few 
DAs.) LEW 


Wechsler, +1500 
Rorschach, +600 
T.A.T., + 600 


Wechsler, 575 
Binet, some 
Rorschach, +275 
A be ee leo 
Rozenzweig, some 
Babcock Levy, 
$125 





Teaching 
Research, Etc. 


Teaching 1n univ. , 
and psycho- 
anal. institute, 
Psychol. intern- 
ships, grad. 
students soc. 
work, med. 
clerkships 

All psychologists 
are doing re- 
search 

Psychiat. gives 
15 clinics, V.A. 
hosp., 4 lect. 
med. school, 2 
in univ. occas. 
in law school 
Psychol, carrying 
out research on 
new test 


2 psychol. teach 
psychol. sociol. 
and criminol. in 
university 

1 psychol. in 
police dept. 
school 

No student or 
interne train. 


Casual lectures 
4 or 5 per ann. 
One interne in 
psychology 


No interne 
training 


‘One psychiat. in- 
structor in 

med school and 
lecturer in pro- 
bation school 
Minimal use of 
clinic for stu- 
dent training 
Casual lectures 
to clubs 

No interne 
training 








CHAPTER V 
MENTAL HEALTH SERVICES FOR SCHOOLS 


A few municipalities maintain mental 
health clinics to which school children may be re- 
ferred. The only additional services available are 
those provided by the four travelling clinics operated 
by the Ontario Department of Health. Services of 
these clinics are limited to the localities in which the 
clinics are located (as described in Chapter I). 


It is apparent that only a few of the larger 
cities have a sufficient concentration of school pop- 
lation to justify the establishment of a specialized 
clinic service for the school population. 


It is the belief of the committee that the 
establishment of community mental health clinics as 
recommended in Chapter I would provide a reason- 
able mental health service for the school population 
of the province. The larger municipalities should 
be encouraged to continue the development of mental 
health services for the schools. 


It is apparent that the establishment of 
community clinics (see Chapter I) would provide a 
reasonable mental health service for auxiliary classes 
in those areas which are without any services, and 
would augment the facilities which are now operating 
on a limited scale in some parts of the province. 


Another aspect of this subject is the es- 
tablishment and maintenance of experience in mental 


health for teachers, especially for teachers in training. 


The committee is informed that the Ontario College 
of Education is establishing such a service, to be 
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financed through the federal mental health grant to the 
Province of Ontario, to be administered by the Un- 
iversity of Toronto. 


A research study is being conducted by the 
University of Toronto, in the department of psychiatry, 
known as the "Forest Hill Village Project". This is an 
intensive sociological study, extending over a period 
of years. The researches will include a survey of the 
mental health of the school population in this area. 
The researches should result in some valuable find- 
ings regarding the nature and extent of the mental 
health problems in the area under survey, and an 
indication of the facilities required to deal with these 
problems. 


The committee recommends, - 


(a) the continuation of school mental 
health services operated by the larger municipalities. 


(b) the establishment of community clinics’ 
(as recommended in Chapter I) to provide a measure of 
service for the entire province, most of which has 
no service at all at the present time; 


(c) that the results of such pilot studies 
as the mental. health service at the Ontario College of 
Education and the research project in Forest Hill 
Village be encouraged, and that the results be studied 
to ascertain the services required for the pupils and 
teachers throughout the educational system of Ontario. 


CHAPTER VI 


MENTAL HEALTH SERVICES 


The committee has made the following 
survey of the mental health facilities for penal and 
reform institutions and their requirements. A 
comprehensive study of this problem would necessitate 
a review of all the institutions concerned with law 
enforcement, including the courts (which this comm- 
ittee has studied in Chapter IV), the penal and re- 
form institutions operated by the Province of Ont- 
ario, the federal penitentiaries, the system of 
probation, and a study of the need for mental health 
facilities at all stages in the administration of justice 
from the time an offender is apprehended until his 
conviction and sentence. The committee has end- 
eavoured to concentrate its attention upon a few 
avenues of inquiry where it is generally recognized 
that there is a definite need for mental health fac- 
ilities. Some of these avenues of inquiry have been 
dealt with in Chapter IV. 


This part of the report relates only to 
those penal institutions which are operated by the 
Department of Reform Institutions of the Province 
of Ontario. 


The results of our survey appears in 
Table B25. A letter from the Minister of Reform 
Institutions is also included. 


Letter sent to the Survey Committee from the Min- 


ister of Reform Institutions, Dated December 12, 
1949. 


Thank you for your letter of December 
8th, with a copy of the information collected 
by Dr. Miller. In your letter you asked if 
there are any recommendations which our 
Department would like to make to the committee 
in connection with the extension or improve- 
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FOR REFORM INSTITUTIONS 


ment of the psychiatric facilities in the penal 
institutions. 


I discussed this matter with Mr. A.R. 
Virgin, the Director of our Department, and 
he tells me that at the time of the interview 
with Dr. Miller he told the Doctor about the 
Clinic which had functioned prior to the war. 
Apparently the Clinic consisted of a psychi- 
atrist, a psychologist, and a social worker, 
who covered some of the general hospitals 
in the Cobourg-Bowmanville area, and in the 
course of their duties, called at Bowmanville 
and conducted a Clinic at the Boys' Training 
School. This was at least once a month. 


The re-establishment of that Clinic 
would in our opinion be of great value. 


(Signed - W.E. Hamilton) 


Briefly, the situation is that these in- 
stitutions are dependent upon the four travelling 
mental health clinics operated by the Province of 
Ontario, orin somecase, the adjacent Ontario 
mental hospitals, supplemented in Toronto by the 
services of the Toronto Psychiatric Hospital. 


It is apparent from the Minister's letter 
that he and his officials are aware of the value of 
mental health services for certain of the inmates 
of reform institutions, particularly in the training 
schools which are operated for younger persons. 
When mental hospital services have been improved, 
and with provision of clinic facilities for the general 
population, it should be possible to improve and 
extend the mental health services in reform in- 
stitutions. 












(1fef oyUOIOY, pue 
a1ay IUIT} T]1N}) 
STITH “H’°M “1d 


AsoyeuULIOjJay 
ada MAIPUy 
0jU0IOL 





owoIo], ‘yIeVeH Jo ydeq ‘syyUOUW 
IgwWUNS SUTINp auI9zUT YSTSO[OYDASG 








sasinu ‘gal sdIyL 









(awit) .1ed) 
seysny “1d 


ALOJEWIOJaY OTIEJUO 
ooTuTA 








owOoOIOT, MON ‘[e}IdSOH Oreo asinu seul *3aI 3uO 











a19y posuorye}s 
ystdopoyoAsd jJotyD ‘sod “IW 


ALOyEWIOJAaY OLILJUO 
ydjany 








asainu o[eu *3a1 38UuO MOT]PW “Id 








oqoIO] ‘Yy]eVeH Jo *ydeq pue 
uo}SSUTY "H'O ‘OTUTTD 1e}IdsoH [eWeW 


S]ITD 1OF [OOYDS 
s1noqoyD 











sesanu °331I OM] epem “Id 





ydjansy wourj ystsojoyoAsd jJetyo 
‘sod “IN Aq peytsta “syyuoUr 
IaWIUMS ZUTINP aUIazWUT STSO[OYOAS 











“Iq 
“Iq 


sposy 
piessey 


AroyewmIOJaY OTILUO 
yseaing 





sesinu ‘301 saIy 












AqytyM ‘TeyIdsoH of1ejuO 
I0/pue owor0], ‘yu eVeH Jo *3doq 


sAog IO} 1OOYIS 
a] [TAUB MOG 












sosainu *3a1 OM] syJig “Iq 





















oyoIO], ‘yy]evaH jo *3daq sfoq 10} 
Aq 90TAdas otayetyoAsd ‘syjyuow ALOJCULIOJOY OTIVJUO 
I9WIUMNS BULINP surazUI YSTSOTOYDASG sasainu ON awit} Jed uojdwieig 






(quenbutjap) 
shog 10} 100YdS 
WeD 





uoyTwey “eyIdsoH O11ejUO 
pue ‘oyor10y ‘yy[eveH Jo *ydeq 








sesinu “ddI OMY, yzeyNbIQ “Iq 





seuoyL 36 “TeyIdsoH of1ewUO 
pue ‘ojuor10], ‘u]eeH Jo *3d9q 


WiIvy [eII}Snpuy 
(paojjuerig Iveu) yong 











sosinu ON aul] JI 











LSIDO'TOHOASd YO/ANV 
LSIULVIHOASd AO ALITIAVTIVAV 












AOIAYAS ONISUNN A OIAUHS 'TVOIGHN ANVN CNV NOILLVOO'T NOIDdY 
(uoTzorpstanf ,etoutAoid 1apun) 
SNOLLNLLLSNI TVNAd 


gcd WIAVL 


150 


owOoIO] ‘[eyIdsoy s,JaeyoN 
"19 ye VOIAIVS ysTAyeTyOAsSd 
yueynsuoy “oto “H*d ‘L 


oyuoIOy, ‘{eyIdsoH s,ydesor 
"1S ye DOIAIaS ysTAyeryoAsd 
yueynsuoy “oTut[> *H’ dL 


*[eVIdsoY d1ayeryoASq OWOIO], asp 
*ysTAyeryoAsd yue}[NSuOD sARH 


(uo}s3uTy “HO OTUTTO YyyTeeY [eWaUT) 
TeyIdsoyY [erauey eMeNO 2Sp 


LLSIDO'IOHOASd YO UNV 
LSIULVIHOASd HO ALITIAVIVAV 


aut} ed 


aut} Wed 


doUuvpUdz}e UT 
suvrorsAyd ter 


sesinu ON aut} Jed 


qussaid ye 9UON 9UIT} JIC 


(auIT} 312d) 


sasinu ON ayesaT “Iq 


sesainu ‘3a OM, dUIT} JIed 


AOIAYHS ONISUNN AOIAUAS TVOIGAW 


SNOLLN.LILSNI IVNAd 
(*p,jUuOD) Std ATAVL 


JOoyos surure.sy) 
(shoq) s,uyor *3s) 
) 


(S|4I13) s,AIeI 3S) 
[lef oJUOIOY, 


OLNOYOL 


WIey [Vl1}snpuy 
spidey sytzing 


WiIeJ [elIysnpu] 
(anyj1V 310d Ivau) SAON 


WIC] [eIISNpuy 
y}aqUOW 


(shoq) s,ydasor "3g 
(eMeYHO IvauU) pars, Vy 


ANVN GNV NOILVOOT 


Sotouese 
° a) ha S| 
Aq 
poezyer3ado 


NOIDGY 





151 


CHAPTER VII 
PARTICULAR PROBLEMS 


This part of the report is devoted toa 
discussion of certain problems which could not be 
dealt with appropriately in any of the preceding 
parts of the report. 


Voluntary Agencies 


The National Committee for Mental 
Hygiene (Canada) has been the recognized voluntary 
agency in the mental health field. During the year 
1950 this body was reorganized and is now known as 
the Canadian Mental Health Association. 


The following is a brief statement of the 
objectives of the organization. 


"To work for the conservation of mental 
health and for improvement in the care and 
treatment of those suffering from nervous 
or mental diseases or mental deficiency and 
for the prevention of these disorders; to con- 
duct or supervise surveys of the care of those 
suffering from mental diseases or mental 
deficiency; to cooperate with other agencies 
which deal with any phase of this problem; 
to enlist the aid of the federal and provincial 
governments and to help organize and aid 
affiliated provincial and local societies or 
committees for mental hygiene". 


The Toronto Metropolitan Area 


The concentration of population in the 
Toronto area makes it advisable, and indeed nec- 
essary, that certain mental health facilities be 
specialized. 


For example, it will be noted that in 
Chapter I, the committee estimated that at least 
seven community mental health clinics would be 
required for the City of Toronto. This does not 
imply that seven separate clinics need be established. 
The staffs of two or more clinics could be combined. 
On the other hand, when more than one Clinic is 
functioning in the same area, it is possible for 
certain clinics to take ona Specialized limited 
function. In the Toronto area, one or more clinics 
could limit their activities to the examination and 
treatment of children; one clinic could deal with 
cases referred by the courts, and So on. 


The provision of seven clinics in Toronto 
is a minimum service. It would not meet all the 
needs of this area. It would doubtless be necessary 
to retain the valuable service now being rendered 
in the clinics operated by the city, the voluntary 
agencies and the general hospitals. 


Similarly, it is possible to establish 
specialized hospital facilities at the Toronto 
Psychiatric Hospital. It should be pointed out here 
that the rapid growth of the Toronto metropolitan 
area has rendered the existing facilities of the 
Toronto Psychiatric Hospital inadequate. This 
hospital is expected to accommodate in the same 
ward, patients who should be occupying separated 
accommodation. Thus we find young children, 
depressed adults, acutely excited patients, patients 
undergoing surgical operations of the brain and 
cases referred by the courts, all in the same hos- 
pital ward at the same time. This situation can be 
remedied only by the construction of a new: hospital 
or an addition to the existing hospital large enough 
to accommodate the needs of the population of this 
area. 


The preceding paragraph draws attention 
to a very bad situation which exists at the Toronto 
Psychiatric Hospital whereby children as young as 
eight years of age are lodged in the same ward 
with every type of mentally ill adult patient. This 
situation arises out of the lack of any psychiatric 
treatment centre for diagnosis and treatment of 
children. 


The Toronto Welfare Council has furni- 
shed a brief dealing with this subject. 


A unit for children could be established 
most economically as a division of the Toronto 
Psychiatric Hospital. This would obviate the nec- 
essity of duplicating many of the expensive facilities 
which are presently available at the hospital and 
which could be utilized for a children's unit. 


Senile Patients 


The increasing incidence of senile pat- 
ients in the patients admitted to Ontario mental 
hospitals was discussed, Chapter III. It was pointed 
out that 23.4 per cent of the first admissions during 
the year 1948 were patients 65 years and over. The 
committee estimates that 1,100 senile patients in 
mental hospitals could be cared for in some other 
type of institution if such accommodation were 
available. 


Alcoholism and Drug Addiction 


Part 5 of the Mental Hospitals Act governs 
the admission of these patients to Ontario mental 
hospitals. Alcoholics or drug addicts may be rec- 
eived into an Ontario Hospital as voluntary patients. 
There is also a procedure whereby such a patient 
may be committed for a period not exceeding two 
years upon application to a county court judge. 
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The existing facilities for the treatment 
of alcoholism and drug addiction are not satisfactory. 
General hospitals are reluctant to treat these pat- 
ients. The patients themselves are not satisfied 
as arule, to remain in a mental hospital. 


In the establishment of any special treat- 
ment facilities for these patients it should be rec- 
ognized that there must be adequate provision for 
both physical and psychological treatment. It is 
of paramount importance to ensure that properly 
qualified medical specialists including psychiatrists 
are on the staff of such a hospital. It follows that 
any hospital for the treatment of alcholism and drug 
addiction should be located very close to a large 
medical centre so that it will be readily accessible 
to the medical staff. 


After-care and Rehabilitation 


The Mental Hospitals Act contains legal 
procedure for two types of follow-up care. First 
there is an arrangement whereby a patient may be 
released to the custody of his relatives or friends 


for a six month probation. If the arrangement is 
not successful, the patient may be returned to the 
hospitals without any legal recommittal. 


The second arrangement enables the 
superintendent to board a suitable patient in any 
suitable home. A place which is designated for 
this purpose is known as an "approved home". 
Where necessary, the Department of Health pays 
for the costs of lodging a patient in an approved 
home. 


Both arrangements have proven succ- 
essful in Ontario and are used to some extent. 


The superintendent of the Ontario Hos- 
pital, London, has recently established a special 
rehabilitation staff with a view of following up patients 
who are discharged from the hospital, in an end- 
eavour to assist them in any way possible and to 
prevent a recurrence of their illness. This ex- 
perimental venture merits continued study with a 
view to its possible application in other hospitals. 
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CHAPTER VIII 
PSYCHIATRISTS IN PRIVATE PRACTICE 


A questionnaire was sent to every psy- 
chiatrist engaged in private practice. Every source 
of information was canvassed to ensure the com- 
pleteness of the list. 


Based on the replies received and further 
information obtained, it was found that actually there 
were 37 officially in private practice in psychiatry 
in Ontario. 


The geographic distribution of these 37 
was as follows:- 


Toronto ed 
Hamilton aay 
Kingston LIS 
London Saas 
Ottawa m7; 
Windsor eel? 
Trenton eee | 
Brantford -- _1 


TOTAL 37 


To the 37 questionnaires mailed there 
were 28 responses. Of these 28, only 21 were 
actually engaged in private practice, the others 
being engaged full time with D.V.A., agency work, 
etc. Breaking it down further, it was noted that 
of these 21, the number whose time was primarily 
devoted to the field of psychiatry amounted to 15. 
The remaining six, although engaged in psychiatric 
practice, gave the major part of their time to other 
branches of medicine, usually neurology. 


Further analysis of the questionnaire 
received in regard to time given over to private 
practice showed that:- 


Nine spent 75 per cent or more of their time 
in private practice. 

Five spent 50 per cent of their time in private 
practice. 

Seven spent 10 - 40 per cent of their time in 
private practice. 


Consultation service to agencies (apart 
from private practice) was found to extend to:- 


In-patient and out-patient services of general 
hospitals. 

Ontario Hospitals. 

D.V.A. 

Child Guidance Clinics. 

Social and Welfare Agencies. 

Courts. 

Community Health Units. 


Percentage of private psychiatrists with 
hospital staff appointments (according to question- 
naire) was 90 per cent, i.e., 19 out of 21. 


Number of private psychiatrists engaged 
in teaching program was 13. They provided lectures 
and clinics to:- 


Postgraduate and undergraduate medical 
students. 

Nurses. 

Public Health Personnel. 

Psychologists. 


To the question regarding suggestions 
for improvement or expansion of psychiatric services, 
nine out of 28 contributed answers. The following 
list was compiled in order of frequency mentioned. 


1. Establishment of adequate in and out-patient 
psychiatric facilities in a general hospital. 


2. Increase in number of adequately staffed mental 
health clinics. 


3. Provision of psychiatric facilities for schools 
and public health units, including educational 
program to personnel involved. 


4. Establishment of child guidance centres. 


5. Extension of psychiatric teaching to medical 
students and graduates. 


6. Provision of residencies in psychiatry in a 
general hospital. 


7. Expansion in number and size of special psy- 
chiatric units, so that admission of patients 
with psychiatric disorders could be facilitated. 


8. Increased accommodation for mental defectives. 


9. Supervision of nursing homes which are harbour- 
ing psychiatric patients. 


10. Special facilities for the examination and in- 
vestigation of individuals remanded by the court. 


As the foregoing suggestions for the 
improvement and expansion of psychiatric services 
were received from this group of doctors who are 
engaged in the practice of psychiatry, they are 
worthy of particular attention. These suggestions 
were compiled independently of the recommend- 
ations which were being prepared by the committee, 
which are embodied in this report. It is reassuring 
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to see that in a general way the recommendations 
of these practising psychiatrists are in accord with 
the recommendations of the committee. 


The committee concurs in the foregoing 
recommendations of the practising psychiatrists. In 
addition we draw attention to the desirability of 


employing psychiatrists who are engaged in private 
practice wherever opportunity presents itself in 
implementing the various recommendations con- 
tained in this report. We refer particularly to the 
employment on a part time basis of psychiatrists 
in community clinics, school mental health services, 
and mental hospitals. 
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CHAPTER IX 
FINANCE 


The financial survey commences with 
a statement of the monies expended in Ontario for 
mental health services from three sources, - 


(a) the federal mental health grant to the 
Province of Ontario; 

(b) monies voted by the Legislature of Ontario; 
and 


(c) monies collected from the municipalities. 


(a) Federal mental health grants to Ontario 


The Province of Ontario is entitled to 
two types of grants, namely, the so-called federal 
grant for mental health and the mental hospital 
construction grant. 


The federal mental health grant is divided 
on the basis of population. The total federal grant 
was initiated at $4,000, 000 per year, to be increased 
to $5, 000, 000 at the end of two years, $6, 000, 000 
at the end of four years and $7, 000, 000 at the end 
of six years. Ontario's share of this grant for 1948- 
49 was $1, 284, 235.; for 1949-50 was $1, 286, 465. ; 
for 1950-51 was $1,625,060. If this policy is con- 
tinued, Ontario would receive at its maximum, about 
$2, 300, 000 per year. 


The mental hospital construction grant is 
a grant of $1,500 per bed towards the cost of mental 
hospital construction. 


(b) Monies voted by the Legislature of Ontario 


The monies voted for the fiscal year 
ending March 31, 1950 totalled $12,177,400. This 
sum was devoted almost entirely to the maintenance 
of the Cntario (mental) Hospitals, the Toronto Psy- 
chiatric Hospital and the central administration. 


(c) Monies collected from the municipalities 


These collections were of three different 
kinds, as follows: 


(i) the railway tax. 


Reference to section 65 of the Mental 
Hospitals Act and section 44 of the Corporations 
Tax Act (1939) shows that, from a municipality's 
share of the railway tax, the sum of 10 cents per 
patient per day is deducted on account of every 
indigent resident of a municipality who is a patient 
in an Ontario mental hospital. 


The amounts paid by Ontario munici- 
palities to the Province of Ontario under this leg- 


islation for 1946, 1947 and 1948 were, - 


1946 -- $173, 632. 
1947 -- $173, 678. 
1948 -- $206, 169. 


(ii) Under subsection 2 of section 65 ofthe 
Mental Hospitals Act, every municipality pays 50 
cents per day for every indigent patient in the Ontario 
Hospital, Woodstock, who resides in the municipality 
at the time of admission to the hospital. The foll- 
owing amounts were collected under this section: 


1946 -- $82,576 
1947 -- $79, 353 
1948 -- $88, 400 


(iii) Payments by Toronto and the Township 
of York to the Toronto Psychiatric Hospital. 


Under sections 12 and 13 of the Psychiatric 
Hospitals Act, if a patient is unable to pay $1.50 per 
day for his maintenance in the Toronto Psychiatric 
Hospital, the municipal corporation (which includes 
only the City of Toronto and the Township of York) 
pays $1.50 a day but not exceeding 10 days. 


Under this section, for the fiscal year 
ending March 31, 1948, the following amounts were 
collected: 


City of Toronto -- $2,317.87 
Township of York -- _ $350.00 
TOTAL $2, 667.87 


It will be noted that the entire contribution 
of the City of Toronto for the maintenanceof patients 
in the Toronto Psychiatric Hospital for one year 
amounted to $2, 317.87. The amount issurprisingly 
low in view of the fact that this hospital admits, 
for the most part, only residents of Toronto. For 
this same period the Province of Ontario spent 
$ 202,418.73. In the year 1948, of 443 patients 
admitted to the Toronto Psychiatric Hospital, 387 
were residents of the City of Toronto. There were 
53 from outside of Toronto and three whose addresses 
were unknown. 


In addition to the foregoing three types 
of liability, under section 63 of the Mental Hospitals 
Act, a municipality is liable for certain of the ex- 
penses incurred in determining the mental condition 
of persons committed to the Ontario Hospitals and 
in conveying such persons to the hospitals. 


There are doubtless historic reasons 
for the various kinds of municipal liabilities des- 
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cribed in the foregoing paragraphs. The committee 
is unable to find any rational explanation for the 
continuation of these municipal liabilities. 


For over a century it has been rec- 
ognized that it is an obligation of the province to 
provide and maintain mental hospitals. The pro- 
vince collects a modest payment for maintenance 
from these patients who are able to pay. The min- 
imum rate is presently fixed in the regulations 
at $7.00 per week, except at the Whitby and Wood- 
stock hospitals where the rate is $10.50 per week, 
but in many cases the full rate cannot be collec- 
ted. The province collected for patients’ main- 
tenance for the fiscal year ending March 31, 1948, 
$1, 600, 985.11; for the fiscal year ending March 
31, 1949, $1, 807,574.23; and for the fiscal year 
ending March 31, 1950, $1, 783, 895, 94. 


In establishing a policy with respect 
to the collection of maintenance from patients in 
mental hospitals, it is necessary to emphasize 
the long duration of the illness in most cases. 
This policy should be reviewed from time to time 
to insure collection of reasonable amounts from 
patients who can pay without inflicting hardship 
upon themselves or their families. The ultimate 
goal should be the provision of mental hospital 
treatment without charge to the individual patient. 


The committee is of the opinion that 
there is no reason to continue the municipal lia- 
bility referred to in clause (i) and (ii) above that 
this liability should be revoked. 


On the other hand, the municipal lia- 
bility referred to in clause (iii) above should be 
increased. In other words, the municipalities 
should contribute to the maintenance of indigent 
patients in psychiatric hospitals to the same degree 
that they contribute on behalf of patients in general 
hospitals. 


It is considered that the responsibility 
placed upon municipalities in connection with the 
expense of certifying patients and paying for their 
transportation to hospital in section 63 of the Mental 
Hospitals Act should be continued. It is not an 
onerous financial obligation: in most years, most 
municipalities would pay nothing and in any year 
no municipality would pay a large sum. 


The committee recommends that instead 
of the archaic forms of municipal liability that are 
presently imposed, municipalities should be en- 
couraged to strengthen and support the mental 
health services within the boundaries of the mun- 
icipality. Municipal aid could assist in expansion 
of the community clinics recommended in Chapter 
I and the establishment and maintenance of psy- 
chiatric hospitals and psychiatric units in general 
hospitals recommended in Chapter III. 


With reference to the federal mental 
health grant to the Province of Ontario, the committee 
recommends that in the spending of this money 


priority should be given first to expenditures on 
community clinics, secondly, to the improvement 
and extension of training facilities and the remainder 
should be devoted to the improvement of mental 
hospital facilities. The committee recommends 
this priority in view of the fact that the maintenance 
of mental hospitals is primarily a provincial res- 
ponsibility, and that federal funds should be used 
for this purpose only when clinic and training fac- 
ilities are adequate. 


The estimated cost of implementing all 
of the recommendations contained in this section 
is set out in Table B26 which appears at the end 
of this chapter. The following comments should 
be read in conjunction with the table. 


The first expenditure recommended is 
the sum of $600,000 annually for clinics. This 
has been explained and discussed at length in Chapter 
I, 


The next commitment is the sum of 
$500, 000 annually for training facilities. The pre- 
sent expenditures for this purpose exceed $350, 000 
per year at the. University of Toronto. This money 
is paid to the University of Toronto out of the federal 
mental health grant to the Province of Ontario. The 
committee has recommended in Chapter II that the 
training facilities of the other universities having 
departments of psychiatry (Queen's, University of 
Western Ontario and University of Ottawa) be utilized. 
It is estimated that $500, 000 per year would finance 
the training program at its peak. 


Looking at the calculations in Table B26, 
respecting Chapter III, Hospital Facilities, it will 
be noted that the committee has estimated the capital 
cost of 11, 400 beds at $62,700,000. The cost has 
been estimated at $7,000 per bed and the federal 
contribution of $1,500 per bed has been deducted. 
The actual cost can be determined only when tenders 
are let, at which time the estimates should be cor- 
rected, if necessary. 


The additional 11,400 beds will require 
an annual expenditure for the maintenance of the 
patients. The committee has estimated this cost at 
$1.84 per patient per day. This was the average 
cost in the year ending March 31st, 1949, the latest 
information available to the committee. 


The remainder of the table is self-ex- 
planatory. 


The estimate of the total annual costs 
is $9, 421, 809 and of this sum over $7, 500, 000 would 
be needed to defray the cost of maintaining the add- 
itional hospital accommodation. The remainder 
would be spent on Clinics, training facilities and 
extra psychiatric staff, all of which the committee 
consider to be necessary if our mental health fac- 
ilities are to be maintained at a reasonable standard. 


It should also be noted that Ontario would 
not be required to provide all of the $9, 421, 809. 
When the federal grant for mental health reaches its 
maximum, Ontario should receive about $2, 300, 000 
a year which can be applied to reduce these costs. 
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TABLE B26 


ESTIMATED COST OF IMPLEMENTING REPORT 
ESTIMATED COST OF IMPLEMENTING MENTAL FACILITIES AND SERVICES REPORT 


Capital Maintenance 
Cost Cost 


$600, 000 










Recommendations 








Chapter I, establishment and maintenance of 
community clinics 







ChapterIl, extension of training facilities 500, 000 









Chapter ID, hospitals facilities 












(a) 11, 400 additional beds $62, 700, 000* 7, 656, 240** 









(b) 53 psychiatrists @ $7,000 371, 000 






2K OK 


$62, 700, 000 $9, 127, 240 


(c) other additions to staff and 
increase in salary schedules 


















TOTAL -- ChaptersI- 01 





Chapter VI - VIII: recommendations contained in 

these parts of the report 
would be covered in the above expenditures pro- 
vided that some of the appropriation for hospitals 
and clinics is used to extend the Toronto 
Psychiatric Hospital 









Chapter IX, revocation of municipal liability 


ae MRS Ci ak I OS elie, D 
GRAND TOTAL $62, 700, 000 


* 11,400 beds at $7, 000 per bed is $79, 800, 000. Deduct federal grant of 
$1,500 per bed -- $17,100,000. Cost to Province would be $62, 700, 000. 


294, 569 


$9, 421, 809 











** Jt costs $1.84 to maintain 1 patient for 1 day (see Table B19). 
The annual expenditure for 11, 400 patients would be $7, 656, 240. 


*** Cost cannot be estimated at this stage but would include payment of 


additional psychologists, social workers, and any increases in the 
salaries of personnel now employed. 
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PRIVATE NURSING HOMES 
SUMMARY 


Investigation of private nursing homes 
in Ontario is greatly hampered by the failure of 
existing legislation to provide a working definition 
of this type of institution (see Chapter III of this 
section of the Survey Committee's report). This 
fundamental weakness leads inevitably to a lack 
of regulation and control over standards of care 
and accommodation in the 587 nursing homes dis- 
covered by the Survey Committee's field staff. And 
it is directly responsible for the deplorable con- 
ditions under which patients are kept in many such 
places throughout the province. 


The 587 nursing homes which it was 
possible to locate represent a total capacity of 
4,057 beds--many of them crowded into cramped 
and unsuitable quarters. There is an unknown 
number of such places in addition to these, some 
passing themselves off as ordinary boarding houses. 


The inadequancy or total absence of 
records in many places, which are to all intents 
and purposes private nursing homes, makes it im- 
possible to tell the actual numbers of patients and 
patient days of care provided in 1948 or in any other 
year. A rough approximation, on the basis of 60 
per cent occupancy in only those 587 which were 
located, yields a minimum total of 890, 917 days 
of care. Altogether these places add substantially 


to the capacity of Ontario to care for those of its 
citizens who require special accommodation. It 
is therefore of the utmost importance to the overall 
health program that private nursing homes should 
continue to play their part--if they can, by a strictly 
enforced system of licensing and regular inspection, 
be brought up to the standards now met voluntarily 
by a number of well run homes. 


In the 100 maternity boarding houses, 
which are subject to some control, there were 2, 854 
births recorded in 1948. This helps to demonstrate 
the extent to which such privately operated establish- 
ments relieved some of the demand on overcrowded 
public general hospitals that year. 


An even more important function of the 
private nursing home, however, is in its accommod- 
ation of long-term patients, and particularly aged 
persons with some degree of disability. Here they 
can render valuable service and, again, relieve some 
of the pressure on public general and long-term 
hospitals. There are many patients occupying active 
treatment beds who might, just as satisfactorily and 
much more economically, be looked after in establi- 
shments with less elaborate and less expensive equip- 
ment. But no patient can properly be consigned to 
a bed in some of the unclean, crowded, depressing 
"nursing homes" visited in the course of this survey. 


RECOMMENDATIONS 


It is recommended:- 


1 - That all private nursing homes, giving 
care to minor-surgery, maternity, chron- 
ically-ill, convalescent and aged patients, 
irrespective of size and bed capacity, be 
required to register with the Ontario Dep- 
artment of Health and that an appropriate 
and comprehensive system of licensing 
be inaugurated at the provincial level. 


2 - That private nursing homes be required 
to notify licensing officials (provincial 
and local) of any change of address or 
discontinuance of business. 


3 That all nursing homes be required to 
maintain a register of patients with part- 
iculars as to name, age, and next of kin. 


4 - That the license issued to private homes 
contain the injunction that it must be dis- 
played in the admitting room, or in some 
equally prominent place, in the licensed 
home. 


5 - That a plan of inspection be instituted at 
the provincial level, whereby a sufficient 


number of competent and efficient inspectors 
be added to the present limited staff to 
ensure the enforcement of regulations 
pertaining to private nursing homes. 


6 - That provincial or local health inspectors 
making inspections of private nursing 
homes and maternity boarding houses be 
required to ascertain whether proper ad- 
mission books, registers of infants, and 
doctors! order books are being maintained 
in accordance with requirements under the 
act, and that inspectors be required to 
report on the frequency and results of 
inspections. 


7 -That inspectors be required to make reg- 
ular inspections and report to the proper 
authority the conditions found in nursing 
homes, particularly with respect to the 
number of patients; extent of overcrowding; 
adequacy of sanitary facilities; fire hazards; 
type of care; maintenance of records, and 
admission books. 


8 -That prior to the issuance of a license, 
steps be taken to ensure that proper acc- 
ommodation and equipment will be provided 
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for patients, thus preventing the deplorably 
crowded conditions now existing in some 
nursing homes. 


9 - That an attempt be made to segregate the 


aged with mental infirmities. The old 
people whose physicial deficiencies are 
those normal to old age, and whose minds 
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are still clear, should not be subjected to 
confinement with advanced senile and 
mentally-ill patients. The care of this 
special group, in close quarters with the 
aged with physical infirmities, is difficult. 
The former often require special attention 
which is unduly disturbing to patients who 
are better orientated. 


CHAPTER I 
INVENTORY OF PRIVATE NURSING HOMES IN ONTARIO 


The.Survey Committee, while engaged in 
its study of hospital facilities in the province, dis - 
covered that a large number of unregistered instit- 
utions, known by a variety of names such as nursing 
homes, rest home, convalescent homes and maternity 
homes, were providing in-bed care and operating 
without license, inspection, or compliance with the 
regulations of the Ontario Department of Health. 


The task of locating these privately oper- 
ated homes giving care to minor surgery, maternity, 
chronically-ill and convalescent patients, and aged 
persons and pensioners, proved to be difficult 
because there were no known lists or records from 
which names and addresses could be secured. 


The survey succeeded in establishing 
the existance and location of 587 private nursing 
homes with a total capacity of 4, 057 beds. 


Births in Maternity Boarding Houses 


In 100 of the homes, which under existing 
legislation fall within the category of "Maternity 
Boarding Houses", there occurred 2, 854 births during 
the year 1948. 


It has been found that a number of mat- 
ernity homes are admitting chronically-ill, aged 
and surgical patients in violation of the Maternity 
Boarding Houses Act which specifically states that 
no maternity boarding house, shall admit any person 
"except women or girls for accouchement, and 
mothers with infants" and requires that "every 
birth which takes place in such house shall be attended 
by a legally qualified medical practitioner". In 
certain instances, this latter stipulation has been 
ignored. 


Information obtained by the Committee 
shows that minor surgery was done by 14 maternity 
boarding houses during 1948. Three homes reported 
the number of operations performed as follows: 


1 home 
2 homes 


Region 1. 
Region 2. 


25 operations 
82 operations 


The Maternity Boarding Houses Act 
provides for the issuance of two record books to 
be supplied, upon request, by the Ontario Depart- 
ment of Health to local medical officers of health. 
Every maternity boarding house registered with 
the local medical officer of health is entitled to 
receive gratuitously from him a copy of each of 
these books, one for recording information as to 
admission of mother, and birth, and the other a 
register of facts regarding the infant and its dest- 
ination when discharged. Both record books con- 
tain a copy of the Maternity Boarding Houses Act, 
one clause of which pertains to adoptions. Despite 
the provisions of this act, visiting members of 
the Ontario Health Survey staff did not find these 
record books in use in the maternity boarding houses 
visited by them. 


The majority of the operators of mat- 
ernity boarding houses, located by the survey, 
claimed to have registered with the local health 
authorities as required by the act. However, owing 
to absence of records, complete lists of those 
registered could not be secured. Some of the homes 
have been inspected from time to time by local 
health authorities, but there is sufficient evidence 
to show that, in many instances, where health reg- 
ulations and legal requirements have been ignored, 
no disciplinary action has been taken. 


TABLE Cl 
PRIVATE NURSING AND MATERNITY HOMES, 1948 





No. of 
Homes 


283 
203 


1 -3 Beds 
4 -10 Beds 
11 - 25 Beds 
26 - 85 Beds 


Other 
Deaths 


Bi. | 





* In addition, there are 28 part time reg'd nurses and 43 part time practical nurses. 
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TABLE C2 
NURSING AND MATERNITY HOMES BY BED CAPACITY AND HOSPITAL REGIONS 































REGION 1 1- 3 Beds 111 
4-10 Beds a 216 
11 - 25 Beds a 398 
26 - 50 Beds 101 




















REGION 2 1- 3 Beds 55 106 
4 - 10 Beds 40 277 
11 - 25 Beds ie 169 
26 - 50 Beds 188 
rit 





REGION 3 1- 3 Beds 119 291 
4 - 10 Beds 114 799 
11 - 25 Beds 41 646 
26 - 85 Beds 11 443 
CS a eee Ra eb 
REGION 4 1- 3 Beds 
4 - 10 Beds 
11 - 25 Beds 
> ar 
REGION 5 1- 3 Beds 
4 - 10 Beds 
11 - 25 Beds 
26 - 50 Beds 
$4 or fr ri pita oy 
MEARE TIE. eo d 
eG ee 


47 
20 
4 






REGION 6 1- 3 Beds 
4 - 10 Beds 
11 - 25 Beds 
REGION 7 3 Beds 
“TOTAL 
GRAND TOTAL 
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TABLE C3 
MATERNITY HOMES BY HOSPITAL REGIONS 











Region 1 
Region 2 16 
Region 3 41 
Region 4 6 
Region 5 
Region 6 


Region 7 


Difficulty in Classification 


From various sources, the names of 
operators and the location of 835 private nursing 
homes were secured. Upon examination, however, 
it was decided that there seemed to be some un- 
certainty about 248 of these as to whether they should 
be classified as boarding houses for the aged rather 
than institutions giving in-bed care. Therefore, 
they have been deleted from the lists, and only 
those, about which there appears to be no doubt, 
have been recorded. 


While it has been possible to establish 
the location of 587 homes, this is by no means 
submitted as a complete list. Members of the 
Survey Committee staff engaged in the work of 
visiting different regions within the province, est- 
imate that it would be reasonably safe to add, to 
the listed number, another 20 per cent to allow 
for those which have not been located. For the 
purpose of this report, however, it is felt that 
the information secured is sufficient to showa 


20 51 


Births 





lack of supervision which permits such a condition 
to exist throughout the province. 


Because of incomplete or total absence of 
records in nursing homes, it was impossible to arrive 
at the number of patients or patient days with any 
degree of accuracy. However, roughly estimated 
on the basis of 60 per cent occupancy, the nursing 
homes located by the survey would provide approx- 
imately 890, 917 days of accommodation. 


The 487 private nursing homes admitting 
chronically ill, convalescent, and aged patients, 
with the exception of those located in certain larger 
centres, have not been registered or licensed at 
any level. In fact in some instances local authorities 
are seemingly unaware of the existence of many of 
these rursing homes. In at least two of the larger 
cities, however, city licenses are required to operate 
nursing homes regardless of the number of beds. 
This is a purely municipal measure. 
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CHAPTER II 
CONDITIONS FOUND IN PRIVATE NURSING HOMES 


Visits by members of the Survey staff 
revealed that many operators of homes were not 
conforming to acceptable standards of cleanliness, 
sanitation, and livable space for patients. 


Some of the premises visited were ob- 
viously overcrowded, and showed a deplorable 
shortage or complete absence of competent nursing 
care. Aged bed patients were found in a most 
unsatisfactory condition. The preparation and 
serving of food was such that meals were neither 
palatable nor regular. 


Another distressing situation has been 
observed in some of the homes admitting aged 
persons. Some of the old people, while unable to 
care for themselves, were quite clear mentally, 
yet they were housed in congested quarters with 
cases of advanced senility and mentally-deranged 
persons. 


Fire Hazards Undeniable 


Patients have been found on the third 
floor of nursing homes, where fire hazards are 
undeniable. Ordinary safety precautions have 
been ignored. Buildings where in-bed patients 
are being admitted have basements containing con- 
siderable quantities of inflammable refuse. Fire 
escapes were found to be lacking in most cases. 


Many of the nursing-home operators 
acknowledged that they were not keeping records 
of the number and names of patients, nor were 
they registering the names and addresses of next 
of kin in a proper admittance book. In most cases, 
medical records giving diagnoses and doctors' 
orders for medication are non-existent. 


On the basis of the survey's findings, 
it is evident that there is no properly organized 
effort, at any level, to supervise and inspect these 
homes adequately. 


The Demand for Nursing Homes 
The increase in the number of nursing 


homes in the province may be attributed in part 
to a basic shortage of accommodation, both in 
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living quarters and public institutions. Some of 
the public general hospitals are overtaxed to supply 
beds for the seriously-ill, injured, and surgical 
patients, and this has made it expedient to find 
other accommodation for those requiring less med- 
ical attention. However, it has been suggested 
by an authority in the medical field that many nursing 
homes owe their existence to the fact that the general 
practitioner frequently has difficulty in getting his 
patients admitted to hospital. 


The problem of caring for the aged has 
no doubt contributed to the growth of the private 
nursing home. Because of inadequate living quarters 
and shortage of domestic help, many families, who 
under different circumstances would have cared 
for their own, have been forced to send their sick 
and aged to places where nursing is provided. 


Service Commendable in Better Nursing Homes 


While there are, unfortunately, a great 
number of homes where patients are existing under 
distressing conditions, it is only fair to state that 
here and there may be found a maternity home or 
a nursing home which, while limited as to equip- 
ment and certain material comforts, definitely 
fills a need in the community. From such places 
as this inquiries have been received seeking in- 
formation regarding procedure and showing plainly 
that guidance and supervision would be welcomed. 


In some cases, persons with training 
and organizing ability have opened homes to fill 
the gap between the public general hospital and 
the rest home. In a limited number of these, the 
service is commendable. On the other hand, there 
is a much larger group in a marginal position, 
i.e., nursing homes for the aged and for the aged 
with physical or mental infirmities. In some parts 
ofthe province, the local welfare departments 
have, in the absence of other accommodation, adopted 
the system of sending indigents to this group of nurs- 
ing homes. The rates paid by the municipalities 
range from $2.50 to $3.00 per day. In one case, 
a city has paid as high as $3.75 a day, whichis 
more than is being paid by the same municipality 
to public general hospitals for indigent patients. 


CHAPTER III 
LEGISLATION WITH RESPECT TO NURSING HOMES 


In order to clarify the situation in regard 
to legislation applying to nursing homes, the Survey 
Committee submits the following: 


The Maternity Boarding Houses Act (R.S.O., 1937, 
Chap. 311) 


This act applies to any private maternity 
home not licensed under the Private Hospitals Act, 
and also to a boarding house for infants under the 
age of three years. All such places must be reg- 
istered with the local medical officer of health 
regardless of the number of beds. Under the act, 
the medical officer of health is directed to keep 
a register of the names of those applying for reg- 
istration and he has the power to fix the number 
of women or girls or infants to be admitted. Where 
the applicant is unable to provide certificates show- 
ing good character and the ability to maintain, keep 
and properly lodge such women or girls or infants, 
the medical officer of health may refuse registration. 
The medical officer of health is required to provide 
for the visiting and inspection of the homes reg- 
istered and, where the provisions of the act are 
not being observed, cancellation of registration 
and penalties may be imposed. 


The Private Hospitals Act (R.S.O.)., 1937, Chap. 
391) 


This act and the regulations are ad- 
ministered by the Department of Health of Ontario. 
If an institution comes under this act, it must have 
a license from the provincial Department of Health, 
and be subject to inspection and control by the 
officials of the department. 


The following is an excerpt from this act: 

" "Private Hospital’ shall mean a house 

in which four or more patients may be admitted 
for treatment other than:- 


(i) a hospital under the Public Hospitals Act 


(ii) a sanatorium under The Sanatoria for 
Consumptives Act 


(iii) a hospital or other establishment or in- 
stitution wholly or mainly supported by 
provincial aid 


(iv) an institution in respect of which a license 
under the Private Sanatoria Act isin 
force; or 


(v) an institution for the reclamation and 
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cure of habitual drunkards established 
under The Municipal Act: 


and without restricting the generality of the fore- 
going, ‘private hospital’ shall include, 


(i) every convalescent home, rest home, 
and private sanatorium for consumptives; 
and 


(ii) any private refuge for the aged and infirm, 
home, refuge or other hospital or premises 
which is so designated by the Lieutenant- 
Governor in Council." 


The Public Health Act (Section 80a enacted 1945, 
Chap. 17 Sec. 5) 


"Where a Medical Officer of Health, 
inspector or other person in making any ‘inspection or 
examination under Section 80, finds that any pre- 
mises are used for the accommodation of aged or 
infirm persons for gain or reward he may give such 
orders or directions as, in his opinion, are nec- 
essary to insure that such persons receive proper 
care and treatment and in the event that his orders 
and directions are not carried out, he may order 
that the premises cease to be used for such acc- 
ommodation. " 


Ambiguity in Existing Legislation 


It is to be noted that the term "private 
hospital" does not include a private refuge for the 
aged or infirm until it has been "so designated by 
the Lieutenant-Governor in Council". The question 
as to whether or not private nursing homes ad- 
mitting the aged and infirm require a provincial 
license from the department, rests upon the inter- 
pretation of the Private Hospitals Act. 


The Private Hospitals Act does not give 
a definition of the term "rest home". However, 
the definition of "private hospital" in the actis 
"a house in which patients are or may be admitted 
for treatment." "Treatment" in its legal defin- 
ition means" the stay, maintenance, observation, 
care, nursing and treatment of a patient". 


From the foregoing, it would appear 
that the ambiguity in legislation relates to those 
places which are maintained primarily for the aged 
and infirm, and it would also appear that there is 
no clear-cut policy in the provincial Department 
of Health as to whether private nursing homes are 
to be licensed under the Private Hospitals Act. 
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DENTAL FACILITIES AND SERVICES 
SUMMARY 


This section of the report deals with the 
availability of dental services in Ontario, in relation 
to present and future needs. It reveals a distinct 
shortage of dentists and an inequitable distribution 
of the too few dentists who are available. It shows 
that the province's dental training facilities are 
unable to produce enough dentists to give adequate 
care to Ontario's present population, much less 
to cope with the rapidly increasing numbers of new 
residents. 


In the last quarter century, Ontario's 
population has increased from three million to 
more than four and a quarter million. In the same 
period, the province's only dental school, the Fac- 
ulty of Dentistry of the University of Toronto, 
has graduated 2, 036 dental surgeons, and not all 
these remain in active practice in Ontario. Death, 
retirement, and migration to other provinces and 
to the United States left only 1,188 of the original 
2,036 at the time of this survey (See Table D9). 


In 1923 there were 1,670 dentists on 
the Royal College of Dental Surgeons' register; 
and in 1948, with an increase of 1, 255, 000 in pop- 
ulation, the Ontario register yielded only 1, 920 
dentists. Of this 1,920 there were 74 engaged in 
government or administrative service, leaving 
1, 846 actually ministering to the dental needs of 
the population. 


The Survey Committee's study of these 
1, 846 Ontario dentists reporting to be in private 
practice discloses that 209 were 65 years of age 
and over--86 of them between the ages of 65 and 
70, 102 between 70 and 80, 18 between 80 and 90, 
and three between 90 and 94 years. In 1948, nearly 
half (49.9 per cent) of all Ontario's practising 
dentists were 50 years of age and over. 


The number of dental students expected 
to graduate in the years 1950, 1951, and 1952 totals 
400. These abnormally large graduation classes 
reflect the increased numbers of students enrolled 
immediately after World War II; but after 1952 
the classes are expected to decline to approximately 
75 graduates per year. The inadequacy of such 
classes in the face of the increasing demands of 
a growing population and the rapid falling off of 
dental surgeons in the upper age bracket is readily 
apparent. 


Clearly then Ontario's prime need in 
this phase of its health program is for increased 
dental training facilities and more young dentists. 
Training dentists requires five years; but short 


of this period, it is felt some improvement can 
be brought about by initiating a two-year diploma 
course for dental hygienists. 


Dental hygienists are girls with university 
entrance qualifications, trained to do certain work in 
the patient's mouth under the employer-dentist's 
supervision. It is proposed that her duties will 
include dental prophylaxis, x-ray examination, 
polishing of fillings, recall service, oral hygiene 
instruction, topical application of fluorides, and 
patient education. No dental hygienists training 
courses were offered in Canada at the time of this 
survey, although four universities--one in Ontario 
--were considering such a course. Purpose of the 
dental hygienist, bcth in a dental practitioner's office 
and in the public health field, is to relieve the dentist 
of certain time-consuming tasks, which dental 
nurses are not specially trained to carry out, and 
thus to enable him to give more hours of dental 
care to more people. 


To determine the extent to which children 
in Ontario are suffering from lack of dental care, 
the Survey Committee conducted a sampling of 
dental conditions among school children in 80 rural 
public and separate schools in diverse sections of 
the province and studied the records supplied by four 
urban centres. This study of 19,361 children is 
analysed in detail in the body of the report. It 
revealed, among other facts, that 85.8 per cent 
of the 19, 361 children examined had dental defects -- 
85 per cent average among urban children, and 
92.9 per cent in rural localities. In one remote 
northern area 71 per cent of the children had no 
dental care at all; and incidence of dental defects 
ran as high as 95.6 per cent (Table D5). 


Best conditions among children were 
found in an area where an organized dental health 
education program had been in operation for several 
years and where parents are encouraged to seek 
dental care for their children. Availability of enough 
dentists is, of course, an essential in improving 
the condition of children's teeth; but it does not 
always follow that areas with the highest ratio of 
dentists to population necessarily boast the healthiest 
children's teeth. 


The dental practitioner today is faced 
with increasing adult demands for dentistry, and 
until very recently his training did not include any 
special work in dentistry for children. These 
factors, combined with the absence of organized 
dental health education programs, have meant 
that in many areas children have not been receiving 
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their share of even such inadequate facilities as 
may be available. 


Distribution of Ontario dentists by counties 
and districts is illustrated on Map D1, and the 
ratio of population per dentist, as of 1948, is shown. 
This ratio ranges all the way from one dentist per 
1,495 persons in York county, to one per 18, 116 
in Russell county near Ottawa. 


In this latter case, proximity to Ottawa 
in part relieves the disproportionate ratio between 
dentist and population, since many residents of 
the area are reported to seek dental service in the 
capital; but in the more remote areas the situation 
is more critical. In many outlying parts of rural 
Ontario where the population and economy are not 
sufficient to support a resident dentist, there is no 
provision at all for dental care. One hope of such 
an area as this lies in the extension of mobile dental 
service facilities. 


There were five such mobile dental 
coaches operating in the province at the time of 
this survey, and one dental railway car. The dental 
railway car was being operated by the Dental Div- 
ision, Ontario Department of Health, and it served 


communities along one northern railway line only. 
The Ontario division, Canadian Red Cross Society, 
was responsible for keeping two dental trailer 
coaches on the road in more remote parts of the 
province. Two of the other three trailer coaches 
were attached to health units in St. Catharines- 
Lincoln and Halton counties, and the third was 
operated by the township of North York. The dental 
railway car is primarily concerned with giving 
treatment to school children, while the Red Cross 
trailer coaches emphasize dental health education 
as well. The St. Catharines-Lincoln and Halton 
county coaches do examination and educational work 
only, referring children to local dentists for actual 
treatment; and the North York unit operates as an 
auxiliary to the regular school dental health program, 
offering examination, education and treatment. 


It is clear from the reports of these 
mobile units that they are breaking important ground; 
but it is equally evident that the few now available 
can do no more than make a start toward raising 
the level of dental health among the children of 
Ontario. More such facilities, just as more dental 
training facilities and more practicing dentists, 
are badly needed in this province. 


RECOMMENDATIONS 


It is recommended-- 


1 - That in order to overcome the serious shortage 
of dentists, detailed in the body of this report, 
and to provide adequate dental care for the 
children and youth of Ontario, dental training 
facilities in this province be increased to pro- 
duce a minimum of 120 new graduates in dent- 
istry each year instead of fewer than 60 as was 
the case from 1927 until 1948. 


2 - That a two-year course for training 10 dental 
hygienists a year be initiated in Ontario in 
conjunction with the dental course, in order 
to relieve the dentist, both in his office and 
in public health work, of certain time-con- 
-Suming tasks which dental nurses are not specially 
trained to carry out, and so to enable him to 
give more hours of dental care to more people. 


3 - That dental examination and treatment facil- 
ities be extended, where feasible, in public 
general hospitals, and that special effort be 
made to establish these facilities in hospitals 
in the more remote parts of the province. 


4 - That additional railway dental cars and dental 
trailer coaches be provided to bring dental 
care and education to those sections of the 


province which are now totally lacking in dental 
facilities;, and that regular schedules and routes 
be established for these mobile clinics. 


5 - That dental care be made available to all welfare 
recipients, and that organized dental services, 
supplied by part-time staff, be made available 
in institutions operated by the Ontario Depart- 
ment of Welfare. 


6 - That additional funds be provided for an intensive 
program of research into subjects relating to the 
prevention of dental defects. 


7 - That the provincial program of dental inspection, 
treatment and education in schools be strengthened 
and extended, and that records be kept in accord- 
ance with the requirements of the regulations for 
dental inspection in schools under the Public 
Health Act to show the number of children so 
looked after, and the condition of their teeth. 


8 - That as a stimulus to the recruitment of dental 
personnel into the public health field, the Faculty 
of Dentistry of the University of Toronto end- 
eavor to make arrangements for dentists in- 
terested in postgraduate public health training 
to get necessary practice experience in the out- 
patient departments of public general hospitals. 
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CHAPTER I 
INVENTORY OF DENTAL SERVICES IN ONTARIO 


Numbers of Dentists 


Dentists in the Province of Ontario who 
appear on the register of the Royal College of Dental 
Surgeons number 1,920. Table D1 shows the dis- 
tribution of the dentist-population ratio by countries. 
Those actively in the practice of dentistry as of 
December 31, 1948, number 1, 846. Their dis- 
tribution and ratio to population are also shown 
in Table D1, by counties and districts. 


It will be noted that counties having 
large urban centres account for the largest per- 
centage of variation between those registered and 
those in active practice. This can be accounted 
for, in some degree, by the number in admini- 
strative and teaching appointments in those areas. 


Map D1 is the visual presentation of 
the number of persons served by each dentist in 
active practice. In some communities which are 
not far distant from large urban centres, .the ratio 
of population served by each dentist will not show 
the true picture. For example, the available dental 
services shown in Russell County could not be con- 
sidered as serious a dental health problem as that 
in Manitoulin. The close proximity of the former 
to a centre like Ottawa would make services avail- 
able and possibly secured in that city. However, 
the lack of personnel to provide dental health ser- 
vices in remote, sparsely settled areas is obvious. 


Another important factor in the present 
and future availability of dental servicesis the dis- 
tribution of dentists by age groups. Table D2 shows 
the distribution of all dentists holding dental de- 
grees in Ontario by age groupings. Each group 
beginning at age 20 is a five-year grouping. Table 
D2 also shows the distribution of dentists who are 
in active practice. 


Chart D1 demonstrates the distribution 
of dentists by age groups, and it should be noted 
that 57.5 per cent of the dentists shown on the 
register of the Royal College of Dental Surgeons 
(Table D2) are included in the ages 40-60 years. 
It is also interesting to note the extremely high 
percentage of this group in active practice. Those 
60 years of age and over on the register represent 
17.5 per cent of dentists registered in Ontario, a 
similar percentage of whom are still in active 
practice. 


Of all dentists in active practice in the 
province, 49.8 per cent are 50 years of age and 
over. The reason for this can be explained by the 


large classes entering dentistry in the early twenties, 
following World War I. They now appear in age 
groups beyond 50 years. 


The smaller classes of the thirties, 
(depression years), were not sufficiently large to 
meet the annual needs for dentists to serve an 
increasing population. Chart D2 shows the number 
of graduates each year since the first postwar 
class in 1923. Chart D2 also shows the steady 
population rise during the same period. 


Using the Life Table for Ontario Males 
for 1941, it is estimated that of the 1, 248 dentists, 
age 45 years and over, who were in practice in 
1948, 944 will be living in 1958, and 580 will be 
living in 1968. 


It is also estimated that 30 dentists will 
be lost from active practice each year by death, 
the total loss, including retirement, being some- 
what greater. This loss will increase sharply, 
commencing in 1961, due to the abnormal age dis- 
tribution of the dentist population. 


The facilities, personnel and services 
of the Faculty of Dentistry of the University of 
Toronto, considered later in this report, show the 
potential yearly output of dental personnel, on the 
basis of present accommodation, as being 61 den- 
tists, 25 dental nurses, 10 dental hygienists and 
20 graduate students (i.e., specialty and diploma 
course candidates). The number of new graduates 
expected in 1950, 1951 and 1952, which represents 
large postwar classes, will be 400 dentists and 75 
dental nurses. In years beyond 1952, the output 
of dentists may be expected to fall lower. During 
the 25-year period 1924-49, the graduating class 
averaged 56 graduates. 


The shortage of dentists will become 
more critical by 1961, when the loss by death and 
retirement will begin to increase sharply, due to 
the disproportionate numbers of dentists now in 
practice at ages 45 to 54 years. 


Field of Activity 


Another factor which relates to the avail- 
ability of dental services is the number of dentists 
giving only part time to dental practice. 


On the register of the Royal College of 
Dental Surgeons are 1,920 dentists; 1, 856 are 
shown as general practitioners and 64 as_ spec- 
ialists. 
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Algoma 
Brant 
Bruce 
Carleton 
Cochrane 
Dufferin 

Dundas 

Durham 

Elgin 

Essex 

Frontenac 
Glengarry 
Grenville 

Grey 

Haldimand 
Haliburton 

Halton 

Hastings 

Huron 

Kenora & Patricia 
Kent 

Lambton 

Lanark 

Leeds 

Lennox & Addington 
Lincoln 
Manitoulin 
Middlesex 
Muskoka 
Nipissing 

Norfolk 
Northumberland 
Ontario 

Oxford 

Parry Sound 

Peel 

Perth 
Peterborough 
Prescott 

Prince Edward 
Rainy River 
Renfrew 

Russell 

Simcoe 


TABLE D1 













DENTAL SURGEONS FOUND 
BY SURVEY TO BE IN ACT- 
IVE PRACTICE IN ONTARIO 






DENTISTS REG'D WITH THE ROYAL COL- 
LEGE OF DENTAL SURGEONS IN ONTARIO 
at December 31, 1948* 







































































*Includes those in federal agencies and those not in active practice. 
**Does not include those in federal agencies. 
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at December 31, 1948** 
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TABLE D1 (Cont'd) 


DENTISTS REG'D WITH THE ROYAL COLLEGE | DENTAL SURGEONS FUND BY 


SURVEY TO BE IN ACTIVE 
OF DENTAL SURGEONS IN ONTARIO 
at December 31, 1948* PRACTICE IN ONTARIO at 


December 31, 1948** 


1948 
Number of Dentists 


Number of Persons 
Served by One 
Number of Dentists 
% of Total Dentists 
Number of Persons 
Served by One 


Dentists per 1, 000 
Dentist 


of Population 
Dentists per 1, 000 


% of Total Dentists 
of Population 


% of Populations 
% of Population 


Estimated 
Population 


Stormont 47, 738 

Sudbury 100, 944 

Thunder Bay 107, 781 
Timiskaming 53, 513 
Victoria 25, 724 
Waterloo 113, 681 

Welland 115, 579 
Wellington 62, 958 
Wentworth 241, 624 ; 
York 1, 067, 630 . 09 


4,255,626 100.00 1,920 100. : .00 1,846 100. : 


*Includes those in federal agencies and those not in active practice. 
**Does not include those in federal agencies 
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TABLE D2 


DISTRIBUTION BY AGE GROUP OF DENTISTS IN ACTIVE PRACTICE 
THOSE HOLDING DENTAL DEGREES IN BY AGE GROUP AND COUNTY 
ONTARIO at December 31, 1948* at December 31, 1948** 


Age G 
amen 25 |30|35 [40/45 [50 |55/60| 65 |S 5/ | 20] 25/30135|40145/50|55/60| 65 

to |to |to |to} to |to |to {to | and |» 8 to |to |to |to |to |to {to |to {to jand 

29|34| 39] 44] 49] 54|59|64]over 24|29|34|39|44]49|54| 59164 lover 


or 
1a 


_— 


1womwit Oe Ww OD Oe 
i) 


iwwol: We hKUIMDHNDMO i! Wonmwi HA UVATIWNM! AUD vo w 
ta 
1 
i=) = 1 Wore! BOD! Ww) 


(ie) WONONH MHI BP DO OO 
rary 


[i Owe 1 Bw Pe OO) 
— 
bo 


IwOwWn!i WKH KhKhUMDKH UO! WON! L#OTWWMW!I WO Oo 
_ 
' 
(et = 1 WOre!t BD DI Wi 


1 = bot 
o> ae eo 
| ph J 
1b wate es 
De 1 WMO KH DOH 1 eH S DO OO 
Cr 1 Ot Oe 
i] 


_ 


— 
IiworRw!t NOR WwWNw PhP 


— 


Frontenac 
Glengarry 
Grenville 
Grey 
Haldimand 
Haliburton 
Halton 
Hastings 
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Kent 

Lambton 
Lanark 
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* This includes those in federal agencies and those not in practice at : : 
**This does not include those in federal agencies. 


178 


TABLE D2 (cont'd. ) 


DISTRIBUTION BY AGE GROUP OF 
THOSE HOLDING DENTAL DEGREES IN 
ONTARIO at December 31, 1948* 


Age Groups 


County 


Welland 
Wellington 
Wentworth 
York 


31 133162 47 191 295424196 120 213 


DENTISTS IN ACTIVE PRACTICE 
BY AGE GROUP AND COUNTY 
at December 31, 1948** 


€1920/31 128 155 B9 183 286405188 117 209 55 «1.846 


* This includes those in federal agencies and those not in practice at December 31, 1948. 


**This does not include those in federal agencies. 


The Survey Committee's study produced 
the following information: 


Dentists in Active Practice-- 


Full Time Part Time Total 
General Practice 1, 643 139 1, 782 
Specialists 60 4 64 
1,846 
Dentists in Other Than Active 74 
Practice-- ay Ws eh oo 
1,920 


Those not in the active practice of den- 
tistry, totalling74, are accounted for under class- 
ifications including administrative, teaching and 
research, governmental and dental public health 
Services. 


Those in part-time employment and in 
selected fields are shown in Tables D3 and D4. 
Certified specialists in the province, numbering 
64, are shown in Table D6, according to the specialty 
and the location. It is interesting to note that in 
Ontario, only one specialist is located outside of 
cities of 32, 000 population or over. 


Information secured by the Committee's 
survey shows that 214 dentists are employed part 
time in the schools of the province as follows: 


42 spend more than 10 hours per week 


ie 7 - 10 hours : " 
feae 8 ae " " " 
66 " a o " " " 
(i less than one hour " " 
214 total 
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It has also been found that 54 dentists 
are giving Service part time in public health as 
follows: 


15 are employed more than 10 hours per week 


lis " 7.10 1 " " 

5 are " 4- 6 " " " 
15 " tt 1-2 3 " n " 
ton less than one hour " B 
54 total 


In general hospitals, 36 dentists are 
employed part time as follows: 


1 is employed more than 10 hours per week. 
" 


2 are 7 "7-10 : " 
4 W " i " 4 ee 6 hl " 
10 Wt W " it 1 =e 3 '" " 
ig * + less than one hour " “ 
36 


In teaching part time, 68 dentists are 
employed more than 10 hours per week. 


This does not mean that 372 individual 
dentists are employed part time in these fields; 
the same dentist may be engaged part time in two 
or more fields. 


A breakdown by regions is shown in 
Table D3. 


Auxiliary Personnel 


According to information received by the 
Survey Committee from 1, 083 dentists, 83 per cent 
of them employ either dental nurses or assistants, 
74 per cent employing them full time. In 1943, the 


TABLE D3 


NUMBER OF DENTISTS EMPLOYED PART-TIME IN SELECTED FIELDS SHOWING TIME SPENT 





TIME PERIOD 


less than 1-3 4-6 7-10 


hours 
1 hour hours hours hours 


Public Health 
Schools 
General Hospitals 


Public Health 
Schools 
General Hospitals 


Schools 

Public Health 
General Hospital 
Teaching 


Schools 
Public Health 
General Hospitals 


Region 5 Schools 
wt Sagas Public Health 
ie Schools 

Region Public Health 


Region 7 Schools 
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TABLE D4 


CERTIFIED SPECIALISTS AS OF DECEMBER 31ST, 1948 


—_———— 


Pedodontia Oral Surgery Orthodontics 


Toronto 
Kitchener 
London 
Hamilton 
Kingston 
Ottawa 
Windsor 
Grimsby Beach 


Royal College of Dental Surgeons made a survey of 
dentists in Ontario. At that time only 53.9 per 
cent employed an assistant of any kind. While the 
situation may have changed considerably, the com- 
mittee has no reason to believe that it has altered 
to this extent. It is possible that a large percentage 
of those who failed to answer this question do not 
engage the services of dental nurses or assistants. 


Of the dentists replying, 453 expressed 
opinions regarding additional auxiliary personnel. 
Of these, 203 suggested the need for dental hygien- 
ists, 231 indicated that more nurses, assistants, 
or additional personnel are required in order that 
the practitioner may give more adequate dental 
care. 


Many dentists in active practice look 
upon the employment of the assistant, hygienist 
or nurse as a valuable means of providing more 
adequate service to the public through more pro- 
ductive dentist hours. However, it has been noted 
that there still remains a large number of pract- 
itioners who apparently do not make the best use 
of their auxiliary staff in the delegation of duties. 


By the employment of technicians or 
the services of a registered laboratory, much 
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time-consuming work can be delegated on written 
prescription. Of the 1, 083 dentists providing de- 
tailed information to the Survey Committee, 87 
per cent use the services of a dental laboratory; 
13 per cent employ laboratory technicians. 


Under the Dental Technicians Act of 
1946, a dental technician operating a dental labor- 
atory must have a license from the Board appointed 
by the Lieutenant-Governor in Council to administer 
the regulations of the Act. Two hundred and fifty 
dental technicians are licensed to operate dental 
laboratories in Ontario, and they employ other 
technicians who, thus employed, are not required 
to be licensed. 


The practice of preventive dentistry, 
and especially dentistry for children, requires a 
minimum, if any, prosthetic dentistry, but it does 
require chair-side assistance and time given to 
instruction and counselling, which the dental hygienist 
or dental nurse can be trained to do effectively. 
Time now given to training dental nurses in dental 
technology could be used to better advantage for 
courses of training in preventive and control pro- 
cedures, which would enable them to give health 
instruction and counselling as it relates to dental 
health. 


CHART D1 
DENTISTS IN ONTARIO 
BY FIVE-YEAR . AGE GROUPS 
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CHAPTER II 
ASSESSMENT OF DENTAL HEALTH 


The population where it seemed most 
feasible to make an assessment of dental conditions, 
and where some information was already recorded, 
was the school population. With few exceptions, the 
only standardized records available to the committee 
were those found in urban school areas. It was 
necessary, therefore, to secure similar standardized 
dental records from rural school populations. A 
subcommittee was set up to study the requirements 
and recommend sample areas which would show 
dental conditions in a cross section of the Ontario 
rural school areas. Townships representing five 
of the seven hospital regions were chosen for the 
rural part of this dental survey. Map D2 shows the 
sample areas in Peel, Parry Sound, Manitoulin, 
Thunder Bay and Dundas counties. 


Having requested and received permission 
to use records from Welland, East York-Leaside, 
Ottawa and Sudbury urban schools, similar dental 
records and recapitulation sheets were.used in the 
rural areas. 


In all, 80 schools were examined in rural 
Ontario. The dental examinations were made by 
dentists engaged by the Survey Committee and trained 
in the use of the standardized record, and a stand- 
ardized form was designed and used for taking off the 
information. The findings have been reduced to 
tabular form in Tables D5, D6, and D7. It will be 
noted that this constitutes a "prevalence report" 
of dental conditions, and indicates the dental con- 
ditions found within the school population at the time 
of the examination. 


Records of 19, 361 children, ranging in 
age groups from five to 15 years, were secured 
(see Table D7). The condition in each individual 
sample population is shown, and the percentage 
distribution of children with certain dental con- 
ditions is indicated. Those children "having no 
dental care" range from a high of 71 per cent in 
Sample C to a low of 26.9 per cent in Sample A. 


It will be seen that the percentage of the 
total sample school population having no dental care 
ranges from 61.74 per cent among five-year-olds 
down to 24.12 per cent among 15-year-olds. It 
will be noted that 87.5 per cent of rural five-year- 
olds ave no dental care. It will also be noted 
that neglect of dental care in five to eight-year- 
olds in rural school population samples is very 
marked, all being above 60 per cent. However, 
in the urban school population, ages 5 to 12, the 
total samples are all above 50 per cent with "no 
dental care". 
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Table D5 shows that the percentage of 
those having "dental defects" ranges from a high 
of 95.6 per cent in Sample D to a low of 66.1 per 
cent in Sample I. 


Those who now require some form of 
orthodontic service to correct an abnormal re- 
lationship of teeth, range from 47.9 per cent in 
Sample B to a low of 18. 8 per cent in Sample D. 
The high percentages may be attributable to bad 
oral habits, premature loss of deciduous teeth, 
or the result of dental disease and neglect. In 
many instances these conditions could have been 
prevented by the education and counselling of parents, 
and the early supervision of the child's dental care 
by the dentist. 


Oral hygiene is shown on Table D6 and 
includes a record of the children who have a tooth- 
brush. It will be seen inthis table that although 
the percentage of rural children who reported having 
toothbrushes is slightly higher than among urban 
children, those considered to have "good oral hy- 
giene” among the rural children are, in the majority 
of age groups, a much lower percentage than those 
in the urban population. This seems to indicate a 
lack of sufficient dental health education directed 
toward the parent, and little supervision in the 
proper use of the toothbrush. Education could 
improve the oral hygiene of both urban and rural 
group materially. 


Abnormal relationships of cuspid and 
first molar teeth, which indicate the beginning or 
progression of a condition which will eventually 
require orthodontic treatment if not intercepted 
in the early stages, are shown in Table D6. Along- 
side that are shown percentages of children who 
already have indications of orthodontic needs. It 
will be noted that only 5.06 per cent of rural six- 
year-olds, and 7.01 per cent of urban six-year-olds, 
need orthodontic service. This percentage rises 
rapidly to 34. 29 per cent in rural 15-year-olds and 
62.1 per cent in urban 15-year-olds. Education of 
parents regarding the need for early dental super- 
vision, and early interception by the dentist, could 
prevent most of this unfortunate condition. 


Table D6 also shows the great need of 
space maintenance as a precaution against maloccl- 
usion and abnormal growth pattern. It is seen that 
37.5 per cent of rural five-year-olds need space 
maintenance service because of the premature loss 
of deciduous teeth. In the lower age groups, the 
rural percentage is somewhat higher, which would 
indicate that rural children in these age groups had, 
for the most part, extractions only, and little re- 


storative care. The lack of this service will be 
contributory to future abnormal tooth relationship 
and resultant interference with normal chewing. 
This could be prevented. The education of parents 
as to the value of maintaining these deciduous teeth, 
and the need for dental supervision as early as two 
and one-half years, would help to prevent this sit- 
uation from developing. 


In this survey, records were kept of a 
nutritional habit of taking sweet foods as a bedtime 
snack. This is shown for each total sample in Table 
D5 and in Table D6, by age and area (rural, urban). 


It is interesting to note that 50 per cent 
of five-year-old rural children have sweet bedtime- 
snack habits, and this is reduced to 28.57 per cent 
among rural 15-year-olds. There exists a different 
pattern of nutritional habits in urban school popul- 
ations; five-year-olds are lower than rural--beginn- 
ing at 34.74 per cent, but there is an increase to 
60.9 per cent among urban 15~year-olds. 


It is believed that this habit does con- 
tribute to the incidence of dental caries and may 
be accumulative to a greater degree where the 
largest percentage of those with bedtime-snack 
habits is among the lower age groups, in the rural 
population. This may account, to some degree, 
for the higher rate of 472 cavities per 100 children 
in the rural population as against 357 per 100 children 
in the urban population as shown in Table D7. 


Table D7 would indicate that while there 
is a higher cavity prevalence among rural children, 


there exists a considerably lower rate of 158 fillings 
per 100 children as compared with a rate of 197 
fillings per 100 children among urban populations. 
Comparisons of the prevalence of deciduous teeth 
lost prematurely shows 65 per 100 children for 
urban as against 35 per 100 children in rural areas. 
But, deciduous teeth "to be extracted" in 66 per 
100 children in the rural population as compared 
with 29 per 100 children in urban areas. 


The sample population shown as Sample 
I (Table D5) is the only school population where a 
program of dental health education, counselling, 
and regular annual notification of parents regarding 
their children's dental condition has been carried out 
for several years previous to this study. Of the nine 
samples, this school population is the lowest in 
"dental defects"; second lowest having "no dental 
care"; third lowest among those taking "bedtime 
snacks"; second lowest with "cavities"; highest 
with those having "fillings"; and the lowest among 
those "requiring extractions". The influence of 
this educational program seems evident. 


Another observation made by dental 
examiners of the rural school population was the 
lower prevalence of caries in the schools where 
access to candy, confections, and soft drinks was 
obviously more difficult. The better dental con- 
ditions in schools remote from towns and villages 
were easily discerned. Teachers in villages and 
in schools close to town complained about the practice 
of the children bringing candy, soft drinks and gum 
to school, and the results seemed evident in terms 
of dental caries. 
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TABLE D6 


DENTAL CONDITIONS FOUND AMONG SAMPLE OF 19, 361 ONTARIO SCHOOL CHILDREN 
PERCENTAGE BY AGE AND RURAL OR URBAN AREA 


HAVING HAVING ORAL ORAL 
AGE NO DENTAL CARE A TOOTH BRUSH HYGIENE GOOD HYGIENE POOR 


WITH ABNORMAL WITH REQUIRING WITH 
CUSPID AND ORTHODONTIC SPACE THE BEDTIME 
MOLAR RELATIONSHIP REQUIREMENTS MAINTENANCE SNACK HABIT 
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TABLE D7 


ACTUAL COUNT OF DENTAL CONDITIONS FOUND 
IN SAMPLE SCHOOL POPULATIONS EXAMINED 





















Teeth 
to be extracted 


Teeth 
Prematurely Lost 


Deciduous | Permanent Deciduous Permanent 


Number of 
Children 
Examined 








Cavities | Fillings 






Rural 
A 756 
B 188 
Cc 231 
D 138 
E 540 


Totals 1, 853 8, 758 
Rural 

Per 100 472 
Children 


Urban 



















F 
G 
H 










I 1, 005 180 


222 
Totals 17, 508 62,557 34, 467 11, 367 5, 048 1, 496 
Urban 
Per 100 357 197 8 
Children 


EE SS 


Totals 
19, 361 71,315 37, 402 12, 023 
62 


All 













Samples 
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CHAPTER III 
DENTAL PUBLIC HEALTH SERVICES 


The auspices under which dental health 
services are available in Ontario may be classified 
as governmental and nongovernmental. Dental 
services paid for wholly, or in part, by the province 
may be said to involve several departments of govern- 
ment, both provincial and local, and are provided 
directly or by grants-in-aid to municipalities through 
the Ontario Department of Health. In some instances, 
voluntary or nongovernmental agencies pay for 
dental services in institutions which are under the 
supervision of government departments. 


Governmental Agencies 


The Dental Division of the Ontario Depart- 
ment of Health provides either full or part-time 
dental services in 15 Ontario mental hospitals, 13 
sanatoria, six reform institutions, and on one dental 
car operated on the main lines of a railway in north- 
ern Ontario. 


Regulations under the Public Health Act 
provide public assistance by grants to municipal- 
ities who since April 1, 1948, have established 
dental inspection which must include treatment 
services. Grants cover 20 per cent of the cost in 
municipalities of 5,000 population and over, and 
30 per cent in rural townships or municipalities 
under 5, 000 population. 


The local departments of education in 
some municipalities provide a dental service on 
full or part-time staff basis, but provincial grants- 
in-aid are provided through the Department of 
Health. 


When the regulations covering dental 
inspection were laid down, they were designed to 
meet the necessity for continuing treatment services. 
There is now a newer concept of prevention anda 
more positive approach to health problems, which 
involves the education of the public in matters re- 
lating to dental health. 


In institutions under the supervision of 
the Department of Welfare, such as the Children's 
Aid Society, Homes for the Aged, and those classed 
as charitable institutions, dental services are the 
responsibility of the municipality, or are provided 
by voluntary agencies. 


The "Homes for the Aged" have no clinics 
for their dental needs, but in some cases services 
are-provided for county and district homes and those 
classed as "charitable institutions". Because of 
their condition, the aged and infirm are often unable 
to attend at private offices or clinics. 


The Workmen's Compensation Board, 
appointed by the provincial government, makes 
dental services available to workmen who have 
met with accidents. The required services are 
provided by practicing dentists on a "fee for service" 
basis, with a referee appointed by the Royal College 
of Dental Surgeons acting in an advisory capacity 
to the board. Expenditures for this service in 1948 
amounted to $24, 252. 20. 


On the municipal level, certain dental 
services are provided by local Boards of Health. 
In some instances, grants-in-aid may be provided 
through the Department of Health of the province. 
In others, the municipalities provide the services 
out of taxation funds. 


Nongovernmental Agencies 


Dental services available under non- 
governmental auspices are provided by voluntary 
agencies such as the Ontario Division, Canadian 
Red Cross Society. Red Cross programs of dental 
service are of two types: 


1. Dental health educational programs in the 
form of the Welland project within a health 
unit area. A similar program was spon=- 
sored in Sudbury and in Ottawa. Local 
Red Cross branches in other communities 
have provided dental health education to 
the community, and sponsored pre~school 
and school dental health programs, 


2. The other type is that in districts remote 
from dental services, where education and 
treatment services are taken into the area. 
Two trailer coaches, completely equipped 
and with staff living aboard, provide dental 
care for the children, The Red Cross 
finances this work, and its dental budget, 
apart from the work of local branches, 
amounted to approximately $30,000 in 
1948. 


The Independent Order of the Daughters 
of the Empire has made dental services available in 
its convalescent home for tubercular children, and 
in 1931 contributed $5, 000 toward equipping the 
dental railway car which the Dental Division of the 
Department of Health operates in northern Ontario. 


Many service clubs and private agencies 
have assisted in making dental services available 
to children who otherwise would not receive much- 
needed specialized dental care. They have also 
become interested in dental health education, and 
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have made funds available for the promotion and 
maintenance of positive dental health through ed- 
ucation. 


The personnel engaged in public health 
dental service in Ontario is specially trained in 
dental public health. Since the diploma course in 
dental public health was established at the University 
of Toronto in 1945, 13 candidates have had this 
training. Four of them are directing government 
departments in Canada, six are directing programs 
under health units or municipal departments of health 
auspices, one is in a teaching appointment, and one 
at medical school. The six directors of local pro- 
grams were all in Ontario at the time of this survey, 
serving under full-time appointment, either in 
health units or local departments of health. One 
of these is under the direction of the Ontario Depart- 
ment of Education. 


Other programs of school dental services 
are carried on by dentists employed part time, 
either in school clinics or in their own offices under 
contract. The latter give most of their time to 
treatment only, and the extent of their employment 
is included in Table D3. 


As has been previously pointed out under 
that section having to do with the auspices of public 
health services, programs under these various 
agencies differ greatly. Programs can be classified 
under two main headings, first, those giving sub- 
sidized dental treatment, either in school clinics 


or in private offices under contract, and secondly, 
those with a program of dental public health educa- 
tion, whereby preventive procedures are taught to 
both children and parents. In some school services 
there exists a combination of the two programs, i.e., 
a dental public health education program, directed 
by a full-time dentist trained in public health, and 
treatment services made available in local dental 
offices under contract through the local Boards of 
Health or Education and paid for by local Boards 
of Health with the assistance of grants from the 
provincial government. In order to provide a sound 
preventive educational program, with its periodic 
examination and counselling of the school children 
by a dentist, funds must be obtained from local or 
federal sources, but no grant is available through 
the Ontario Department of Health, Dental Division, 
without the inclusion of dental treatment. 


Dental treatment grants amount to 20 
per cent of the cost in urban municipalities, and 
30 per cent in rural areas. The balance of the costs 
must be met by the municipality. Table D8 com- 
prises a schedule of the school dental services and 
grants for 1948 by the Dental Division of the Depart- 
ment of Health. It is pointed out that no information 
is given regarding the number of children receiving 
dental care or the type of dental service rendered, 
and this is not available from the records of the 
Dental Division of the Department of Health. It 
would seem advisable that this information should 
be recorded by the department. 
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TABLE D8 
SCHOOL DENTAL SERVICE - 1948 


School* Approximate 
Population Number of Hours Approximate Approximate 
of County of Service Cost 


Bruce County 
Albemarle Twp. $164. 66 
Chesley Town 33. 
Elderslie Twp. 526. 
Huron Twp. 574. 
Kincardine Twp. 293. 
Kinloss Twp. 542. 
Lindsay Twp. 136. 
Lucknow Village 265. 
Ripley Village 487. 
Saugeen Twp. 391. 
Wiarton Town 580. 


District of Cochrane 
Timmins Town 1, 652. 


Dufferin County 
Melancthon Twp. 441. 


Mono Twp. 1, 280. 
Mulmur Twp. 116. 


Essex County 


Tecumseh Town 300. 


Grey County 

rtemesia Twp. 22. 
Bentinck Twp. 630. 
Chatsworth Village é 308. 
Glenelg Twp. 345. 
Holland Twp. 608. 
Keppel Twp. 
Osprey Twp. 
Sullivan Twp. 
Sydenham Twp. 


Halton County 
Esquesing Twp. 
Nassagaweya Twp. 
Nelson Twp. 
Trafalgar Twp. 


Hastings County 
Tyendinaga Twp. 


Huron County 


Wawanosh East Twp. 


Lanark County 
Ramsay Twp. 


Leeds & Grenville County 
Brockville Town 


Prescott Town 





*These are totals of school populations, and not the number of children examined. 
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TABLE D8 (Cont'd) 
SCHOOL DENTAL SERVICE - 1948 (cont'd. ) 


School * Approximate 
Population Number of Hours Approximate Approximate 
of County of Service Cost Grant 


Middlesex County 
Westminister Twp. ; $381.72 


Norfolk County 
Woodhouse Twp. ; i173. 10 


Peel County j 
Brampton Town : 788.51 


Prescott & Russell County 
Casselman Village : 27 


Russell Twp. : . 30 


Rainy River District 
Fort Frances Town 


Simcoe County 
Beeton Village 
Bradford Village 
Essa Twp. 
Flos Twp. 
Gwillimbury West Twp. 
Medonte Twp. 
Orillia Town 
Orillia Twp. 
Tecumseh T wp. 


Temiskaming District 
Teck Twp. 


Waterloo County 


Hespler Town 


Wellington County 
Elora Village 


Peel Twp. 


York County 
Gwillimbury East Twp. 


King Twp. 

Sutton Village 

York North Twp. 

East York-Leaside Unit 


Cities 
Galt 
Guelph 
Kingston 
North Bay 
Ottawa 
Peterborough 
St. Catharines-Lincoln Unit 
Woodstock 





*These are totals of school population, and not the number of children examined. 
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CHAPTER IV 
DENTAL PUBLIC HEALTH EDUCATION 


There were 13 dental public health 
graduates engaged in public health work in Ontario 
at the time of this survey. 


A program of dental health education 
under a dentist trained in public health was in- 
troduced in the Welland and District Health Unit 
in 1946. Annual examination of the preschool and 
complete school population is being carried out, 
and will form the basis of a demonstration pro- 
gram directed toward the maintenance of positive 
dental health through education. This is a con- 
tinuous program, directed toward the public, to 
improve the dental health of the community. This 
demonstration project was sponsored by the Ontario 
Division of the Canadian Red Cross Society. 


Well-baby and preschool conferences are 
held under this program, and parent and child coun- 
selling in dental health is carried out. Addresses, 
radio presentations, press releases, and visual 
aids to education are used to bring the values of a 
preventive program to the public. Voluntary lay 
organizations are included in the community organ- 


ization to plan and carry out this community dental 
public health program. Similar programs are now 
being carried out in two other health units and in two 
municipal departments of health by men trained in 
dental public health. In some other communities 
dentists give part time to dental public health educ- 
ation. 


The materials available for the purpose 
of dental health education were reviewed. This 
showed a need for development of Canadian material 
for this purpose. Visual aid material, properly 
graded for the age level where it can be used most 
effectively, in needed. This includes films, film- 
strips, graded booklets, poster, pamphlets, record- 
ings, etc. 


In "A Dental Public Health Plan for 
Ontario", submitted to the Survey Committee, it 
is recommended that the dental public health per- 
sonnel collaborate with the Department of Education 
in the preparation of these aids. This extensive plan 
is included with other supplemental material sub- 
mitted to the Minister of Health with this report. 
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CHAPTER V 
DENTAL PERSONNEL TRAINING FACILITIES IN ONTARIO 


Organized dental education in Ontario 
began nearly 75 years ago. Ontario's only dental 
school is the Faculty of Dentistry, University of 
Toronto. 


When its present building was erected 
40 years age, the Faculty planned for an average 
class of 30-40 students. An addition was made 
immediately after the war of 1914-1918, providing 
accommodation for a total registration of 50-60 
students per year. The floor space in the present 
building available for all purposes is approximately 
55, 000 square feet. 


Through the 25-year period 1924-1949, 
the Toronto Faculty records indicate that the average 
annual overall registration has been 279 students 
(an average of 56 students per class, including 
predental). The graduating class averaged 56 
students during the same period. 


It is estimated from experience in this 
dental school that approximately 200 square feet 
of space is necessary for each student registered 
in the dental surgery course. This estimate pro- 
vides space for dental nurses, graduate programs, 
research facilities, library and administrative 
offices. With the addition of a course for the train- 
ing of dental hygienists, perhaps the figure of 200 
square feet per undergraduate student should be 
increased slightly, to say 225 square feet per dental 
student. 


Looking to the future, on this basis the 
55, 000 square feet of space in the present dental 
building cannot be expected to accommodate and 
provide adequate training facilities for more than 
a total yearly registration of 245 undergraduate 
dental students, that is, an average of 61 students 
in each of the four dental years of the course. In 
addition to the dental students, a class of 25 dental 
nurses, a maximum of 10 hygienists in each of 
two years, adequate research and postgraduate 
facilities, library, museum and office space is 
included. Some further building alterations will 
be necessary to house efficiently even this program. 


Potential Yearly Output of Dental Personnel in 
Ontario on the basis of Present Accommodation 


Dentists 61 
Dental Nurses 25 
Dental Hygienists 10 
Graduate Students, ) 

Specialty Courses, and) 20 


D.D.P.H. 


Relationship of Ancillary Personnel to New Dentists 


In view of the demand for dental nurses 
since the course was established, it is suggested that 
the profession could absorb at least two nurses for 
every three graduating dentists. At present only 25 
can be registered each year. As to dental hygienists, 
there is no actual experience upon which to base an 
estimate, but it is anticipated that one hygienist for 
each three graduating dentists might be a reasonable 
ratio until proven otherwise. 


No figures are available regarding the 
yearly needs in the specialty fields or for workin 
dental public health. 


Total Number of New Graduates Expected During the 


Next Three Years, that is 1950, 1951 and 1952 


Dentists 400* 
Dental Nurses 75 
Dental Hygienists 8 (in 1952) 


Personnel and Building Requirements to Meet 


Future Demands in the Province 


With changing circumstances, the need 
for dental health personnel will change accordingly. 
Therefore, any figures which are given under this 
heading are subject to possible revisions. 


In order to graduate yearly 100 dentists, 
60 dental nurses, and 30-35 dental hygienists, and 
provide a minimum requirement of 225 square feet 
per undergraduate student, a new dental building 
of 90, 000 square feet floor space is recommended. 


On a percentage basis, the increase in 
floor space required may be stated as follows: 


Number of 
Personnel ‘Yearly Total Floor 
Requirement Graduates Space 
Present-normal Approx. 60 55,000 sq.ft. 
25 per cent increase 75. Gi OGUS fase 
50°68) me " 90 81, DOt 
1S y 105 94,500 " " 
100 "W " " 1 20 1 08, 060 wo 


(These figures include provision for ancillary per- 
sonnel. ) 


*xAbnormally large classes due to postwar 
veterans! education (1950-170; 1951-150; 
and 1952-90). 
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When considering the increase in physical 
accom modation for increased classes of dental 
students, the availability of clinical material and 
hospital services are important factors. From 
experience gained during the present period of 
inflated classes, there is evidence that suitable 
clinical material is available in the Toronto area 
to support a dental school with average classes of 
120 students. 


The availability of teaching personnel 
must be related to student registration, and again 
it appears that there is a large reservoir of potential 
personnel in the Toronto area. 


It is considered essential to the sound- 
ness of a dental educational program that it should 
embrace undergraduate education, education at the 
graduate level, andinvestigation and research. This 
triple-link chain of dental education is only as strong 
as its weakest link. 


Finally, financing dental education is a 
complicated process. A well-balanced, well-in- 
tegrated program covering education of dentists, 
dental nurses, dental hygienists, dental specialists, 
teachers and research personnel is most economical 
when they are closely integrated. Dental education 
is a costly form of education, both to the one being 
educated and to the educator. Large classes, upto 
a point, reduce this cost proportionately per student. 


Il. Dental Education Personnel 


Before presenting a statement on the 
present situation in Ontario relative to dental fac- 
ulty teaching personnel, a brief reference might be 
made to Dr. Harlen H. Horner's volume entitled, 
"Dental Education Today", published in 1947 by the 
University of Chicago Press. The figures quoted 
below were gathered in a study made by the Council 
on Dental Education of the American Dental Ass- 





U.S. 
Clinical 
Full-time - 10x 1,000- 10,000hrs. 60% 
Half-time - 7x 500- 3,500 " 21% 
Part-time- 25x 120- 3,000 " 19% 
16, 500 hrs. 
Basic Science 
Full-time - 3x 1,000- 3,000 hrs) 5 0% 
Half-time - 2x 500- 1,000" ) 
Part-time- 13x 321- 4,173 " 5 0% 
8,173 hrs. 
MimainOeOr etudentss). ii uses . ata. Sie 217 


Observations on Policy at Toronto 
The figures for Toronto indicate a tend- 


ociation. In all, 38 United States' dental schools 
were included in the study. The total undergraduate 
student registration in these schools was 8, 236 
students, with an average of 217 per school, oran 
average of 54 in each of the four dental years. 


A.D.A. Survey - Teachers in Various Categories 
Clinical Teachers (38 Schools) 


Full-time teachers - average of 10 per school 

Half-time teachers - average of 7.1 per school 

Part-time teachers - average of 25 per school 
(with a load of 120 hours). 


Basic Subjects 


Full-time teachers - average of 3 per school 

Half-time teachers - average of 2 per school 

Part-time teachers - average of 13 per school 
(with a load of 321 teaching hours). 


University of Toronto Faculty of Dentistry - Teachers 
in Various Categories 


Clinical Teachers 


Full-time teachers - 5 
Half-time teachers - 4 
Part-time teachers - 42 (with load of 225 hours). 


Basic Subjects 


Full-time teachers - 3 
Half-time teachers - l 
Part-time teachers - 26 (with load of 225 hours) 


Comparison of U.S. Figures with Toronto 


An attempt is made below to equate the 
figures quoted in Dr. Horner's report with those 
pertaining to the Toronto faculty. For this purpose 
a teacher giving 1, 000 hours of service is considered 
full-time; 500 hours, half-time; and the part-time 
teacher's load is stated in each instance. 





T oronto 

Clinical 
Full-time - 5x 1,000-5,000hrs. 30% 
Half-time - 4x 500- 2,000 " 12% 
Part-time -42x 225-9,440 " 5 8% 

16, 440 hrs. 

Basic Science 
Full-time - 3x 1,000 - 3,000 hrs) 37% 
Half-time - 1x  500- 500 " ) 
Part-time- 26x 225-5,840 " 63% 

9,340 hrs. 

Totatwnos of students oc)o.%. «on feed ocele cies hee 478 


ency to place the major load on part-time staff. 
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Perhaps the reason for this is twofold. In the 

first place, teaching either full-time or half-time 
is not particularly attractive from a financial stand- 
point, as compared with private practice. Secondly, 

there are very few dentists qualified by a course of 
training in the teaching of their profession. The 
result is that most of the instructors in dentistry 
are chosen because of their established clinical 
ability and not because of their professional standing 
as teachers or leaders in research. 


Future Policy with Respect to Teaching Personnel 


Teaching and research should be re- 
ciprocating functions. The Faculty of Dentistry, 
University of Toronto, has embarked upon a definite 
policy of teacher preparation so that an increasing 
number of staff will be engaged in teaching-research 
activity. An examination of the figures already 
quoted shows that in the United States‘ schools, 81 
per cent of the clinical load is carried by full-time 
and half-time teachers. In Toronto, 42 per cent 
of the total clinical load is carried by full-time and 
half-time teachers. In the basic science field the 
comparative figures for full-time and half-time 
are: inthe United States 50 per cent, in Toronto, 
37 per cent. 


It appears to be the opinion at the Univ- 
ersity of Toronto that 60 per cent of the teaching load, 
both in the clinical and basic courses, should be 
carried by full-time or half-time staff who have 
the clinical ability, a capacity to teach, initiative, 
and adequate time to engage in or to direct research. 
Continuity of teaching depends on the full-time and 
half-time staff. In order to encourage the best 
men to accept these positions, salaries for these 
two groups must be attractive. If they are not 
sufficiently attractive, positions involving full or 
half-time men may be acceptable only to: (a) those 
who are not able to achieve success in practice 
and are willing to accept the remuneration available 
thréugh an institutional appointment, or (b) a very few 
whose love for teaching and research makes them 
less interested in the financial return. 


The Dean of the Faculty of Dentistry, 
University of Toronto, is of the opinion that the 
part-time staff, who carry the balance (40 per cent) 
of the teaching load, should be skilled dentists with 
an enthusiasm for teaching. Their contribution to 
teaching should be to relate scientific teaching to 
realistic practice procedures. 


The 60-40 per cent ratio suggested above 
is dependent upon adequate salary being available 
to attract outstanding full-time and half-time staff. 
If, on the other hand, salary levels fail to attract 
the most capable teaching-research staff, then a 
preponderance of part-time teachers is preferable, 
with enough full-time staff to carry the admini- 
stration. 


1948-1948 Staff, Faculty of Dentistry, University 


of Toronto 


Full-time staff - 9 (teachers and administrators) 


Half-time staff - 5 

(Three half days or better per week - 30 
(Part time - less than 3 half days a week - 38 
Office and Library administration - 9 
Technician - 10 

Staff Nurses - 14 


TOTAL - 115 


Ill. Services 
1. Courses Given 


The Faculty of Dentistry, University of 
Toronto, gives the following courses leading to the 
preparation of dental health personnel: 


(a) Undergraduate course leading to the D.D.S. 
degree on the basis of successful completion 
of two years of Arts and Sciences and four years 
of Dentistry. 


(b) Graduate courses of one year's duration beyond 


the D.D.S. degree: 


(i) B.Sc. (Dent. ) degree course for training in 
dental and medical sciences. 

(ii) Diploma in Dental Public Health course. 

(iii) Diplomas in Dental Surgery and Anaesthesia, 
Orthodontics Periodontology, and Pedodontia, 
leading to possible acceptance for a specialty 
certificate. 

(c) Graduate courses of two or more years' dur- 


ation beyond the D.D.S. degree. 


(i) M.Sc. (Dent. ) degree course 
(ii) Ph.D. degree course. 


(d) One year course for women, leading to the 
Diploma in Dental Nursing. 


(e) A proposed two-year course for women leading 
to a Dental Hygienist's Diploma. 


(f) Continuation courses for graduates of varying 
length and form, to provide the general pract- 
itioner with an opportunity to keep abreast of 
standard methods and procedures, and also to 
provide a planned continuation study of newer 
knowledge. 

Miscellaneous Services: 


(g 


— 


(i) Extramural lectures to local dental soc- 
ieties by members of the staff. 

(ii) Graduate consulation service. 

(iii) Library loan service. 


2. The Faculty clinic also provides a complete 
dental treatment service for four to five thousand 
people a year, many of whom are young children. 


3. Research - Eighteen projects in dental research 
are being carried out under various departments 
of the Faaulty of Dentistry, University of Toronto. 
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Information regarding the numbers grad- 
uating from the Faculty of Dentistry and those re- 
maining in Ontario are shown in Table D9, by years 
of graduation. This information is shown graphically 
in Chart D2. 


Following World War I, large classes 
registered in Dentistry, the first class graduating 
in 1923. By 1927 the graduating class had returned 
to a prewar level of 60. During depression years, 
registration in Dentistry reached a low when the 
class entering in 1929 graduated in 1934, numbering 
35. Out of the classes graduating in 1932, 1933 and 
1934, Ontario had only 19, 18 and 22, respectively, 
remaining to practice in the province. 
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World War II brought accelerated courses, 
resulting in two graduating classes, totalling 103, in 
1943. Againin 1948, out of class of 24 ad eundem 
students, only five remained in Ontario. These 
conditions have seriously interrupted the output 
of dental manpower in the province. 


When the output of dentists is considered 
beside the graph of the increasing population of 
Ontario, it is evident that many more dentists must 
be trained each year to meet existing needs for 
dental care. Loss of Ontario-trained dental per- 
sonnel to other provinces and to other countries 
further aggravates an already serious situation. 
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The Faculty of Dentistry reports that these students were given such special permission onl 


students of Canadian origin had been accommodated. As this table shows, the dental course has seldom operated at capacity in the period 


between the two world wars. 
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the course at the University of Toronto. 


N.B 


CHAPTER VI 
DENTAL PUBLIC HEALTH PROGRAM 


A subcommittee, consisting of the Dental 
Public Health Committee of the Ontario Dental Ass- 
ociation, the executive of the Board of the Royal 
College of Dental Surgeons, and the Public Relations 
Committee of the Board, prepared and submitted "A 
Dental Public Health Plan for Ontario". This plan 
makes three classifications of areas in Ontario where 
certain dental conditions exist, and suggests plans 
to meet the needs of each classification. Stress 
is laid upon education of the public in matters re- 
lating to the promotion of positive health through a 
preventive program. It is pointed out that this 
must be an organized effort, directed, at the be- 
ginning, to all preschool and school children. The 
maintenance of their dental health through a co- 
operative effort on the part of an enlightened public, 
and the provision of preventive dental care by pract- 
icing dentists is suggested as essential. 


Research in basic sciences is shown to 
be vital in order to find better controls of dental 
disease. The epidemiology of dental disease has 
not been understood. Under a federal research 
grant a biometric study is now being made at the 
Faculty of Dentistry, University of Toronto, to 
learn more of the distribution of dental disease 
according to tooth surfaces and age groups. Ifa 
sim ple efficient method of assaying the level of 
dental disease can be found, which may be applied 
to age groups in the population, it is believed that 
such information would be invaluable in the ad- 
ministration and evaluation of future dental health 
programs. 


Programs in dental public health education 
should be directed by dentists specially trained in 
public health procedures. 


Basic dental knowledge should be pro- 
vided in the training of all teachers and health 
workers. 


Adequate preventive dental care should 
be made available, especially to children and youths. 
Extension of teaching facilities should provide for 
better training of more dentists and ancillary dental 
personnel, to meet increasing demands for pre- 
ventive dental care by a steadily increasing popul- 
ation. . 


Personnel required to carry forward this 
program is dependent upon facilities for training 
and some means of stimulating recruit ment. 


Since a large percentage of the training 
in dental public health is given at the School of 
Hygiene, and present facilities preclude training 
more than four to six in any one year, it would 
appear that the facilities in the School of Hygiene 
should be extended to meet an increasing need for 
more public health personnel. 


Some inducement to those best qualified 
to enter this field is needed. It is suggested that 
provision for obtaining practice experience without 
having to buy expensive equipment would interest 
young men in choosing this specialized professional 
work. 


This type of program fits in with the 
health unit organization where provision is made 
for the employment of public health dentists. Ex- 
perience in demonstration projects shows that one 
dental health officer, with a dental nurse and part- 
time clerical assistance, can operate a dental health 
unit program with a school population of 7, 000 - 
8,000 children. Beyond that, the use of dental 
hygienists as the dentist's assistant could be ex- 
pected to increase the possible school population 
coverage to 10, 000 - 12; 000 children in the health 
unit programs, and slightly reduce the per capita 
cost. In large health unit areas, costs could be 
reduced by the employment of dental hygienists, 
if they became available, under the supervision 
of a dentist trained in public health. 


It is urged that in the next five years 
a minimum of eight dentists be recruited in Ontario 
each year for public health training. This would 
provide sufficient leadership for present health 
unit programs and those anticipated within this 
period. Dental hygienist training should be in- 
augurated in order to meet the need of ancillary 
personnel in large units and municipal departments 
of health. It is estimated that a minimum of 10 
hygienists each year could be employed to advantage 
in organized dental health programs within the 


province. 
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The Honourable Mackinnon Phillips, M. D., 
Minister of Health for Ontario. 


Dear Sir: 


I have the honour to present the second volume of the report of the 
Ontario Health Survey Committee. The first volume, you will recall, was 
presented in January of this year, and the third and final volume will be 
forthcoming shortly. 


The Ontario Health Survey Committee was appointed by an Order- 
in-Council approved by His Honour the Lieutenant-Governor the ninth 
day of September, 1948. 


The Order-in-Council contains a provision that:— 
“The Committee enquire into and report to the Minister of Health upon— 
(i) existing health, hospital and related facilities and services; 
(ii) such other matters as are pertinent to the subject; and 
(iii) a plan for the improvement, extension and establishment of such 


health, hospital and related services as will ensure the most effec- 
tive development of health services.” 


In order to conduct a survey of the scope defined by these terms of 
reference, and after completion in November, 1948, of a pilot study in one 
region of the province, the Survey Committee recommended establishment 
of ten special committees, which were authorized by a second Order-in- 
Council dated the twenty-first day of April, 1949. Each special committee 
was formed with a view to assisting in a specific part of the health survey, 
and therefore its membership included men and women with specialized 
knowledge and experience, and with particular interest in the subjects 
under consideration. The special committee members, who contributed 
generously of their time and energy that this survey might be as well 
informed as possible, are listed on pages 7 to 10, together with the 
organizations by whom they were nominated. 


This volume of the report, like the one which preceded it and the 
one which will follow, contains the results of research into four phases 
of the health question. Volume I dealt with Hospital Facilities and 
Services, Mental Facilities and Services, Private Nursing Homes, and 
Dental Facilities and Services. This volume covers Medical Manpower in 
Ontario; Provision of Nursing Care; Prevention, Treatment and Control 
of Tuberculosis; and. Control of Cancer. The third volume will contain 
survey material on Public Health Services, Prepayment Plans for Hospital 
and Medical Care, Handicapping Conditions in Children, and Rehabili- 
tation of Adults. 


It is a pleasure to acknowledge the assistance of all committee mem- 
bers, consultants, and members of the Survey staff, and the cooperation 
of the various departments of the Government of Ontario. The assistance 
of officials of the Department of Health is deserving of particular mention. 


Mon: 


GEORGE D. DAVIS 
Chairman, 
March 30, 1951. Ontario Health Survey Committee. 


Respectfully submitted, 
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In its analysis of hospital and other health facilities and ser- 
vices in Ontario, and in its projection of future needs, the Survey Com- 
mittee found the plan of dividing the province into seven hospital regions 
(see Map Al, page 212)a great aid to efficiency and accuracy. 


The basic plan was developed as a result of extensive studies 
of all conditions having any bearing on hospitalization. Geography and 
transportation facilities were considered, the character and distribution 
of population, trading areas and other predetermined divisions,educational 
facilities available for the training of medical and other personnel, etc, -- 
all these were weighed in the balance with the existing patterns of hospital- 
ization as revealed by studying the flow of patients to major hospitals in 


the province. 


The resulting regional division has already received com- 
mendation from persons dealing with health matters on a provincewide 
basis, and the Survey Committee has used these divisions throughout 


its three-volume report. 
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MEDICAL MANPOWER IN ONTARIO 
SUMMARY 


At the base date of this survey, Decem- 
ber 31, 1948, there were 5,672 physicians in On- 
tario--5, 344 men and 328 women, Of this grand 
total, 383 were retired, 56 were Medical Officers 
in the armed forces stationed in Ontario and 638 
were engaged in postgraduate activity as internes, 
residents or fellows, leaving 4,595 in active civilian 
practice. The College of Physicians and Surgeons 
of Ontario reported that 5, 360 physicians were 
licensed to practice in Ontario on the same date, 
This figure includes some doctors qualified and 
licensed to practice but who were engaged in ad- 
ministrative work, teaching, and other non-clincal 
pursuits, and some who are now in practice outside 
the province but who are maintaining their registra- 
tion, 


Physicians in active civilian practice 
DI CRS? Wel dela» dae do bas aris cs» 4,595 
(Primarily in general practice 2, 323) 

. (Primarily in specialist 


private practice ........... 1, 386) 

(Specialists on hospital staffs 240) 

(In public health, industry, 

PACINO E BEUC mai). dia)e''s'02 o's 646) 
Physicians engaged in postgraduate 

ERNE So, SAGs a2 ini v bw ida G'sie o'n 638 
Physicians in armed forces stationed 

UES) PRE eee oe er 56 
Retired physicians in Ontario ...... 383 
Total physicians in Ontario on Decem- 

BOURNE ET) o ihig Gio 'sin a. vce s cleo os ¢ 5,672 


Excluding retired physicians, but in- 
cluding all others regardless of the type of work 
in which they were engaged, there were 5, 289 physi- 
cians or an average of one active physician for every 
805 persons in Ontario. This is the most favorable 
ratio of any province in Canada. In fact it places 
Ontario second only to the United States in a com- 
parison with 10 other countries. 


Of the province's 5, 289 physicians in active 
practice (including those in the armed forces and 
postgraduate students), more than half (54.6 per 
cent) were under the age of 45, and a further 20.5 
per cent were in the 45 to 54 year age group. 


Ontario's supply of physicians in active 
civilian practice numbered 4, 595 or one physician 
to 926 persons. More than half of these (2, 323) 
were devoting the major part of their time to general 
practice; the next largest group comprised 1, 386 
specialists in private practice. There were 240 
reported as specialists on hospital staffs and 646 


physicians in other fields such as public health, 
industrial medicine, teaching and research, At 
the time of the survey, 13.8 per cent of doctors in 
general practice were 65 years of age or more, but 
only 7.5 per cent of specialists in private practice 
had attained that age. 


Of all physicians in active civilian prac- 
tice, 80.7 per cent derived the major part of their 
income from private practice, 9.6 per cent from 
federal, provincial, or local government sources 
and 4,2 per cent from public general hospitals or 
sanatoria, The remaining 5.5 per cent comprised 
physicians employed in teaching, research, indus- 
trial medicine, etc. 


It is noteworthy, too, that 60,2 per cent 
of physicians in specialist practice were found in 
cities of 100, 000 or more population (40. 3 per cent 
in the county of York); whereas cities of 100, 000 
population or greater had only 31.8 per cent of all 
the general practitioners in the province. There 
were few specialists in rural areas but there were 
922 general practitioners (22, 4 per cent of the total). 
Of the 522 physicians in general practice in munici- 
palities of less than 1, 000 population and in rural 
areas, 24,7 per cent were under 35 years of age, 
while the largest age group among urban general 
practitioners was 35 to 44 years, This would seem 
to cast some doubt on the assertion that young medi- 
cal graduates tend to'settle in larger centres to the 
neglect of rural communities. On the other hand, 
it is noted that 12.8 per cent of general practitioners 
in urban areas were 65 years and over compared 
with 17. 0 per cent in rural areas. 


There were 1, 372 physicians who al- 
though not certified in a specialty reported having 
special training in a particular field. This number 
includes 699 general practitioners or 30 per cent of 
all physicians in general practice, 


In estimating the medical manpower needs 
of Ontario, the Survey Committee asked physicians 
in all parts of the province to express an opinion as 
to the distribution of general practitioners and spec- 
ialists in their respective areas, Out of a total of 
3, 443 physicians answering this query, 232 said that 
they considered general practitioner service in- 
adequate in their community; and of the 3,171 who 
expressed an opinion on specialist services, 639 
said these were inadequate. 


Its study of the situation in Ontario has 
led the Survey Committee to the conclusion that 
the need for general practitioners shouldbe stressed 
more than the need for certain specialties (except- 
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ing psychiatry, pathology, and public health). The 
present ratio is one general practitioner for every 
1, 832 of population on a provincewide average, This 
figure indicates a need for more general practi- 
tioners, 


The number of physicians graduated 
from medical schools at Queen's University, the 
University of Western Ontario, and the University 
of Toronto in the years 1935 to 1948 totalled 2, 965, 
or an average of 212 per year. Of these, 17.2 per 
cent migrated to the United States and a further 
17. 2 per cent to other provinces of Canada, A study 
of the origins of undergraduate students in all four 
Ontario medical schools during the academic year 
1948-49 (see Chapter VI) shows that 84.2 per cent 
of the students were Ontario residents, 14.5 per 
cent were from other provinces; and only 0.7 per 
cent (12 out of 1, 848) came from the U.S. This 
suggests that 17.2 per cent of Ontario medical grad- 
uates who were found to go to the U.S. area clear 
loss to the medical manpower of this province; while 
the losses to other provinces are nearly balanced 
by the numbers of students coming from there to 
study in Ontario, 


The annual output of Ontario medical 
schools has been more than twice the annual number 
of deaths among physicians; and, with the addition 
of graduates from the University of Ottawa medical 
school beginning in 1951, the annual graduation rate 
will be approximately three times the average num - 
ber of deaths among physicians. 


If the loss of graduates through emi- 
gration were to continue, consideration might well 
be given the expansion of Ontario's four medical 
schools or the addition of a fifth; but, on the other 
hand, if this loss should be reduced through the 
development or extension of medical schools in 
other provinces there would be a marked change 
in the net production of physicians for Ontario over 
the next few years. 
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Counteracting to some extent the flow of 
Ontario medical school graduates away from the 
province, there is some movement in the other di- 
rection, A study of 857 new registrations with the 
College of Physicians and Surgeons of Ontario for 
the years 1935, 1939, 1945, and 1948, shows that 
125, or 14.6 per cent, of those who registered were 
graduates of other than Ontario medical schools. 
Of these 125 non-Ontario graduates registered in 
these four sample years, 78 were still in Ontario 
at the time of this survey. In other words, for 
every 100 graduates of Ontario medical schools 
who remain in Ontario, there were 14.6 who en- 
tered the province and stayed here. 


In Chapter VII of this section of the re- 
port, an attempt has been made to relate the vari- 
ous factors affecting Ontario's future need in medical 
manpower and to develop some estimates of the 
probable numbers available to meet this need by 
1961, To maintain the province's overall population- 
physician ratio at the time of this survey (one doctor 
for every 926 of population), and allowing for the 
anticipated increase in population, Ontario will need 
5, 003 physicians in active civilian practice by 1951, 
and 5, 497 by 1961. Estimates have been worked 
out to yield, by 1961, a total number of physicians 
in active civilian practice ranging from 5, 667 to 
6,680 and depending upon numbers graduating, 
emigrating and immigrating, death and retirement 
rates, etc. These are offered merely as a start- 
ing point for planning and are by no means final. 


The Survey data on physicians in On- 
tario were secured by direct enquiry of all physi- 
cians on record on December 31, 1948. The enquiry 
covered all doctors registered with the College of 
Physicians and Surgeons of Ontario and any other 
resident in Ontario who were included in the National 
Register of Physicians, or who were employed in 
hospitals, public health departments, or medical 
schools in Ontario, although they were not so re- 
gistered., 


MEDICAL MANPOWER 
RECOMMENDATIONS 


It is recommended that, - 


1- 


The Government of Ontario increase its 
assistance to the medical schools by, - 


(a) annual maintenance grants based on 
the number of students enrolled who 
are residents of Ontario (Chapter 
VI); and 


(b) additional grants to provide essen- 
tial facilities (Chapter VJ). 


2 - The Government of Ontario continue to 


assist financially in the postgraduate ed- 
ucation of psychiatrists and public health 
specialists and establish similar arrange- 
ments for postgraduate education of patho- 
logists. (See Chapter V and also the sec- 
tions on mental health and cancer control). 


Comprehensive and current medical man- 
power statistics be maintained as a valu- 
able instrument for peacetime planning 
and as an essential guide for the mobili- 
zation of doctors in the event of war, and 
that the College of Physicians and Surgeons 
of Ontario appears to be the logical body 
to maintain these statistics (Chapter II). 
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4 - Arrangements be established whereby 


outlying or sparsely populated areas be 
assured of adequate medical Services; 
and where it is established that there are 
no medical services available within reason- 
able distance, that public funds be used to 
assist in the provision of medical services 
(Chapter V) 


. - Any major extension of health services 


be preceded by studies to ascertain the 
number of physicians required in any such 
extension and by the training of the addi- 
tional physicians (Chapter VI). 


6 - In the event of war, physicians be called 


from civilian life in the most equitable 
fashion possible and in a manner calcu- 
lated to preserve an effective distribution 
of civilian medical services (Chapter III). 


7 - The Ontario Medical Association and uni- 


versity medical authorities extend their 
postgraduate and refresher course pro- 
grams and decentralize them as much as 
possible (Chapter VI). 


CHAPTER I 
TRENDS IN MEDICAL MANPOWER SUPPLY 


Population-physician ratios for the census 
years from 1911 to 1941, and for 1948 (December 
31), are given in Table E1, for each province and for 


Canada as a whole. The figures given in this table 
include all physicians in active practice, regardless 
of their type of work, and exclude retired physicians. 


TABLE El 


POPULATION- PHYSICIAN RATIOS BY PROVINCE* 1911-1948 













Prince Edward Island 
Nova Scotia 

New Brunswick 
Quebec 

Ontario 
Manitoba 
Saskatchewan 
Alberta 

British Columbia 


*Retired physicians excluded. 
** Ontario for December 31, other provinces as at September 30. 


The figures in this table emphasize the 
relatively favorable position of Ontario among the 
provinces. It has the lowest population-physician 
ratio, 805 persons per physician. 


Contrary to popular impression, there 
has been very little change in the recorded popula- 
tion-physician ratios since 1911. 


TABLE E2 


PHYSICIANS IN ONTARIO 1911-1948 










Population 
YEAR | Physicians* | Population per 
Physician 





2,527, 292 
2,933, 662 
3, 431, 683 
3,787, 655 
4, 255, 626** 


*Excludes retired physicians (383 in 1948) but 
includes armed forces, post-graduate students, 
and internes, 

Population estimate from Bureau of Statistics 
and Research, Government of Ontario. 
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‘il 


PROVINCE 1911 1921 1931 1941 1948 





There has, however, been a gradual in- 
crease in the total number of physicians in Ontario 
since 1911. From a total of 3, 053 in 1911, the 
number increased to 3, 459 in 1921, to 3,934 in 
1931, and to 4, 698 in 1941 (including physicians in 
the armed forces) (Table E2). 


TABLE E3 


MEDICAL MANPOWER - PROVINCE OF ONTARIO 
COMPARED WITH VARIOUS COUNTRIES* 


Population 
per General 
Practitioner 


Population 
per Doctor 


United States 
Ontario 
Great Britian 
Denmark 
Canada 

New Zealand 
Australia 
Norway 
Netherlands 
France 

South Africa 


Egypt 
* B.M.J., August 26, 1950. 


TABLE E4 


DISTRIBUTION OF ALL ACTIVE PHYSICIANS BY AGE* 1921-1948 


1921 1931 1941 1948 


all Sn 


29,2 
39.4** 


Under 35 


1, 009 
35 - 44 1, 364 ** 
45 - 54 - 
55 - 64 
65 Lea over 


des 2p. ie 





28, 2 
26.4 
20.5 
15.9 


26.3 
28.1 
22,4 
* ; 


GeRerhrAtd. Nie4aso. | 459 Mods gs 0 3, 934 100. 0 4, 698 100.0 | 5,289 100. 0__| 


* Includes physicians in the armed forces and post-graduate students. 


** 35-49 years. 
*** 50-64 years. 


Data obtained by the Survey Committee 
indicate that there are now 5, 672 physicians in On- 
tario or 5, 289 excluding retired physicians, This 
gives a ratio of 805 persons per doctor-- a figure 
slightly lower than that for 1941. 


Service Supplied by Physicians 


The fact that a population-physician ratio 
is now the same or different from what it was years 
ago means nothing in itself. Transportation facil- 
ities are now much improved and a physician can 
accomplish much more in any area now than form- 
erly. On the other hand, utilization of, and demand 
for, medical care are now greater. 


Due to improvement in transportation, 
diagnostic aids, etc., a physician is now able to 
serve more persons effectively than he could even 
a few years ago. 


Comparative Statistics on Medical Manpower 


Ontario occupies a relatively favorable 
position in medical manpower supply. Figures 
provided by the World Health Organization in 1948 
show that Ontario ranks second only to the United 
States in the supply of physicians (Table E3). 


The medical manpower supply in Ontario 
compares very favorably with that in the countries 
listed, having a lower population-physician ratio 


TABLE E5 


DISTRIBUTION OF PHYSICIANS IN ONTARIO BY FIELD OF WORK, SEX, AND AGE AS AT 
DECEMBER 31, 1948 


FIELD OR WORK | TOTAL 























AGE GROUP Active Post-* 
Civilian Graduate Armed Retired Male Female Total 
Practice Study Forces 





Under 30 















30 - 34 
35 - 39 
40 - 44 
45 - 49 
50 - 54 
55 - 59 
60 - 64 
65 - 69 
70 - 74 
75 & over 






N.S. 





*Includes internes, residents and fellows. 


TABLE E6 


PHYSICIANS IN ACTIVE CIVILIAN PRACTICE, INTERNES AND POSTGRADUATE STUDENTS* 
BY AGE AND SEX, DECEMBER 31, 1948 


See | oe TOTAL 
AGE GROUP 


Per Cent 









Under 30 
30 - 34 
35 - 39 
40 - 44 
45 - 49 
50 - 54 
55 - 59 


60 - 64 
65 - 69 
70 - 74 
75 & over 


| Number | Per Cent _| Number | Per Cent _| 


rPNop-ORA 
NP OP ODA VU! 


pe 


TOTAL 





* Physicians in the armed forces and retired physicians are excluded. 


than either the United Kingdom or New Zealand, 
and a substantially lower figure than that for Aus- 
tralia, On the contrary, it has a higher ratio than 
that for the United States, which had 710 persons 
per physician (Table E3). 


These data are reassuring evidence of 
a healthy medical manpower position, It is true, 
however, that like the other professions and like 
all skilled trades, special short-notice demands, 
such as are created by wars, cannot be met readily. 
The young candidates for medical schools continue 
to outnumber the vacancies but at the same time the 
proportion of men and women in the age group from 
which these candidates are drawn is shrinking in 
relation to the total population, This last fact is 
worthy of special note for it will exert an import- 
ant influence on the volume of applicants for entry 
to medical schools. 


Ages of Physicians in Ontario 


The age of physicians has a direct bear- 


ing on the effectiveness of physicians in practice, 
and also upon retirement and death. The age factor 
is, therefore, important in considering the distri- 
bution of physicians. 


Census Data 

The census data on all active physicians 
in Ontario (excluding retired physicians but includ- 
ing doctors in the armed forces and postgraduate 
students) are presented in Table E4. 


There has been little major change in 
the age distribution of doctors in the last 17 years, 
but there is a noticeable increase in the proportion 
at ages 65 and over compared with 1921, 


Physicians in Ontario - December 31, 1948, by Age 


A total of 5,672 physicians in Ontario 
were included in the survey. This included 328 
female physicians (Table E5). 


Noteworthy in this table is the large 
group at ages 40 - 44 years, These are the grad- 


TABLE E7 


THE POSTGRADUATE GROUP OF PHYSICIANS BY AGE, SEX AND CATEGORY AS AT 
DECEMBER 31, 1948 









AGE GROUP 





Under 29 
30 - 34 
35 - 39 
40 - 44 
45 - 49 
50 - 54 





*Includes unspecified. 





[teawmae Resident [ls oFetion 0] obmratl 
Mi v(t [eels ees) eee 


TOTAL 





67 19 
22 oe 
3 2 
1 2 
1 2 


EE 


f 218 


TABLE E8 


DISTRIBUTION OF PHYSICIANS IN ACTIVE CIVILIAN PRACTICE* BY AGE AND SEX 
AT DECEMBER 31, 1948 
















Under 30 6.7 
30 - 34 1's Ee 
up. 39 13;5 
40 - 44 15.2 
45 - 49 12.0 
50 - 54 11.6 
55 - 59 9.7 
60 - 64 9.0 
65 - 69 5.0 
70 - 74 Se 
- 75 & over AE | 





uates of the depression years, suggesting a reduced 
migration of graduates. This is supported by avail- 
able medical school data, 


Excluding retired physicians (383), and 
physicians in the armed forces (56), there were 
5, 233 doctors in Ontario included in the survey. 


Nine per cent of all physicians in active 
civilian practice, internes, and postgraduate stu- 
dents were in the age group 65 years and over. 


Armed Forces 


Of the 56 physicians in the armed forces 
located in Ontario on the date of the survey, 26 were 


Reh uo NRE areata tar 





TOTAL 4, 389 100. 0 100. 0 4,595 100, 0 


* Excludes retired physicians, medical officers in the armed forces, 





TOTAL 
Per Cent 









at 6.9 
15.0 11.9 
17.5 13.7 
21.4 15.5 
8.7 11,9 
11,2 11,6 
4.8 9.4 
9.3 8.8 
1,0 4,9 
2.9 3.4 
1,5 2.0 





internes, residents, and fellows, 


under 35 years of age, 25 were 35-44 years and five 
were 45-54 years, 


Internes, Residents, Fellows 


A tabulation of the age and sex distri- 
bution of the junior and senior internes, residents, 
and fellows, is given in Table E7. 


Physicians in Active Civilian Practice by Age 


Excluding retired physicians, internes, 
residents,, fellows: and doctors in the armed forces 
im Ontario, there were 4,595: physicians in active 
civilian practice in some form. Of this number, 
206 were women (Table E8). The detailed tables 


TABLE E9 


PHYSICIANS IN ACTIVE CIVILIAN PRACTICE BY AGE AND TYPE OF WORK* AS AT 
DECEMBER 31, 1948 


AGE GROUP Practice Priv, Practice Hosp. Staff 


ptr { § | {8 | me $e 8 


Under 30 
30 - 34 
oo --39 
40 - 44 
45 - 49 
50 - 54 
Do - 59 
60 - 64 
65 - 69 
70 - 74 
(i ee over over 


WIIRDONAROT 
NYAONAhOIATAGT 





APOoOUIN OFAN ® 


* Excludes retired physicians, medical officers in the armed forces, internes, residents, and fellows, 
** Includes public health, industrial medicine, medical teaching, research, etc. 
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presented throughout the remainder of this section 
are limited to this group of doctors in active civi- 
lian practice. 


Of the 4,595 active physicians, 475 or 
10. 3 per cent were 65 years of age or over, The 
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age distribution of these physicians in four main 
practice groups is set out in Table E9. 


At the time of the survey, 13.7 per cent 
of doctors in general practice were 65 years of age 
or over, but only 7.5 per cent of physicians in 
specialist practice were 65 years of age or over. 


CHAPTER II 


SUPPLY AND DISTRIBUTION OF PHYSICIANS 
BY EMPLOYMENT 


The distribution of the 5, 672 physicians 
covered by the survey, by practice group, is set 
out in Table E10. Population-physician ratios to 
the appropriate number of significant figures, are 
included. This and similar tables reflect major 
fields of work, defined as the types of work to which 
physicians devoted 50 per cent or more of their 
time. 


Of the 5,672 physicians in Ontario on 
December 31, 1948, 4,595 or 81.0 per cent were 
in active civilian practice. Of these 3, 709 (65. 4 
per cent of the total) were devoting the major part 
of their time either to general or specialist private 
practice. There were 638 internes, residents, or 
fellows and 56 in the armed forces. A total of 383 
of 6.8 per cent of the total were reported as retired. 


Of the active practice group of 4, 595 
doctors (926 persons per doctor), 2,323 were in 
general practice. This is a population-physician 
ratio of 1, 832. 


Physicians devoting 50 per cent or more 
of their time to specialist private practice totalled 
1, 386 - a population-physician rationof 3, 070; 
hospital practice accounted for 359 and public health 
for 145. A more detailed distribution of the active 
practice group is given in Table E11. 


Of all physicians in active practice 50.6 
per cent were devoting part of their time to general 
practice and 30.2 per cent to specialist private 
practice. A further 5,2 per cent of those physicians 
were in specialist hospital practice 


TABLE E10 


PHYSICIANS IN ONTARIO - DEC. 31, 1948 


PERCENTAGE DISTRIBUTION AND POPULATION- PHYSICIAN RATIOS* 


General practice 

Specialist private practice 
Hospital 

Public Health 

Industrial medicine 

Medical research 

Medical teaching 

Insurance 

Workmen's Compensation Board 
Other government service n, Ss. e. 
Medical adminstration n. s. e. 
Other and unspecified 


TOTAL 


Internes, residents, fellows 
Armed forces 


TOTAL 


GRAND TOTAL 


a 


638 = .2 
56 1.0 


Population 
per Physician 


1, 832 
3, 070 
11, 900 
29, 300 
67, 000 
71, 000 
73, 000 
185, 000 
193, 000 
55, 000 
69, 000 
ers 000 


6, 670 
6, 000 


We PPP OOr DWP O 


feces 


11, 100 


5, 672 100. 0 750 





*Estimated population - 4,255,626 (Bureau of Statistics and Research, Ontario). 
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TABLE E11 


PHYSICIANS IN ACTIVE PRACTICE BY TYPE OF WORK 


PERCENTAGE DISTRIBUTION AND POPULATION- PHYSICIAN RATIOS 


General practice 

Specialists (private practice) 
Hospital specialist staff 
Hospital administration 
Hospital general staff 


Public health (M.O.H., director health unit) 
Public health (laboratory) 

Public health (community health services) 
Public health (school health services) 

Public health administration n. S. e. 


Industrial medicine, general 


Industrial medicine, examinations and consultation 


Research, general 
Research, director or administrator 


Teaching, medical school 
Teaching, other than medical school 


Insurance, examinations, medical consultant 
Insurance, administration 


W. C.B., administration 
W.C.B., other 


Government service, examinations 
Government service, general medicine 
Government service, consultant 


Medical administration n. Ss. e. 


Other and unspecified 























2928 1, 832 
3, 070 
17, 700 
71, 000 


72, 000 





75, 000 
300, 000 
270, 000 
350, 000 
92, 000 


72, 000 





82,000 
530, 000 


75, 000 





350, 000 
390, 000 





850, 000 
250, 000 





193, 000 
185, 000 
130, 000 


69, 000 





*Ratio not computed for fewer than five doctors. 


Physicians in Active Civilian Practice by Type Work 
and Age 


The ages of all physicians in active civi- 
lian practice (4,595) are set out in Table E12. 


Physicians in Active Civilian Practice by Region* 


and Age 


The percentage distributions of physi- 
cians in active civilian practice, in general practice, 
and is specialist practice, by age and by region are 
given in Table E13. There are marked differences 


& See page 212 for regional division of the 
province. 





in the age distribution of physicians in general and 
specialist practice in various parts of the province. 
For example, 16.6 per cent of the general practi- 
tioners in Region 5 (eastern counties) are 65 years 
of age or over compared with 6, 2 per cent in Region 
6 (northern districts). 


Source of Income 


Besides being classified by type of prac- 
tice, each physician was also assigned to a category 
to reflect source of income. 


A summary of the distribution of the 
4,595 physicians in active civilian practice, by 
major source of income or "auspices" is presented 
in Table £14. 


f 222 


TABLE E12 
PHYSICIANS IN ACTIVE CIVILIAN PRACTICE BY TYPE OF WORK AND AGE - DEC, 31, 1948 


AGE GROUP 
TYPE OF WORK finder 15 & TOTAL 
a0 35-44 65-74 over 


General practice 

Specialists (private practice) 
Hospital, specialist staff 
Hospital, other 

Public health 

Industrial medicine 


Research 

Teaching 

Insurance 

Workmen's Compensation Board 
Government service 

Medical administration n. s. e. 
Other and unspecified 


TOTAL | 862 | 1, 340 1, 079 


TABLE E13 
PERCENTAGE DISTRIBUTION OF CERTAIN GROUPS OF PHYSICIANS BY AGE AND REGION 








AGE GROUP 


Physicians in Active Civilian Practice 


Under 35 

35 - 44 

45 - 54 ‘ ; : : : 

55 - 64 : 3 , ‘ , : 9.85 


2, 04 
TOTAL (%) 100, 00 aes eae 00 | 100. 00 i * aia a it = 100, 00 100, 00 


TOTAL (No. ) 802 ap TLOR aie’ 220. | eee 4,595 


AGE GROUP Physicians in General Practice TOTAL 


Under 35 


35 - 44 
45 - 54 
55 - 64 
65 - 74 


0 ee oe Z e fie 
TOTAL (® | TOTAL (%) | 100.00 | 100,00 | 100,00 | 100.00 | 100, 00 
TOTAL (No. ) 446 351 983 


AGE GROUP 


Under 35 

35 - 44 

45 - 54 

55 - 64 

65 - 74 

75 & over i 

CrOTaL (3]—[-100-00— 100. 00 100. 00 

AL 


33 
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TABLE E14 
PHYSICIANS IN ACTIVE PRACTICE BY MAJOR SOURCE OF INCOME AS AT DEC. aT 1948 


Private practice 
Federal government 
Provincial government 
Local government 


Medical school 

Voluntary organization 

Public general hospital 
or sanatorium 

Insurance 

Industrial plant 

Other and not stated 








Of the 4,595 physicians in active civi- vincial government, 1.8 per cent from local govern- 
lian practice, 80.7 per cent derived their major ments and 4.2 per cent from public general hospital 
income from private practice, 4.0 per centfrom or sanatorium. 
the federal government, 3.8 per cent from the pro- 
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CHAPTER III 
THE GEOGRAPHIC DISTRIBUTION OF PHYSICIANS 


The Validity of Population-Physician Ratios for 
Small Areas 


While the most convenient measure of 
the adequacy of supply of physicians, and the one 
most commonly used, is the ratio of the population 
to physicians, it does not adequately describe local 
needs or requirements, nor does it give a complete 
picture of the medical services rendered. Such 
factors as topography, distance, lines of commun- 
ication, travel, etc., are important in determining 
the availability of medical service. 


Since the population-physician ratios may 
give a false impression of need or requirements, 
the use of them has been restricted in this report 
to counties and districts, and the province asa 
whole. Only individual local assessment of a local 
situation can determine the extent to which a local 
medical service is adequate or inadequate. 


Local Requirements 


The requirements of any area.for med- 
ical services depend not simply on the number of 
people living there, but on factors such as attitude 
toward medical care, density of population, to- 
pography of the area, transportation facilities, the 
health of the population, the prevalence of disease, 
the type of the medical facilities, and the location 
of special facilities for medical care. All these 
and others have a bearing on any determination of 
the degree to which medical services are available. 
Consideration must also be given to the location 
and concentration of specialists associated with 
the location of hospitals and medical schools. 


Despite these various considerations, 
population-physician ratios are helpful in expressing 
and in assessing the overall supply and distribution 
of physicians, and it is on these grounds that the 
ratios for various parts of the province are pre- 
sented. 


In most of the tables, unless otherwise 
specified, the figures relate to physicians in active 
civilian practice (4,595). This figure excludes not 
only retired physicians, but physicians in the armed 
forces and post-graduate students (including res- 
idents, internes, and fellows). 


Variation in Physician Distribution by Area 


The figures for the province as a whole 
convey no idea of the distribution of physicians 
throughout the province, from one region to another, 
from one county to another, or from one municip- 


ality to another. Some concept of the variations 
is given in Table E15, in which are set out, by 
county or district and by region, the numbers of 
physicians in active civilian practice, the popu- 
lation-physician ratios, the county or district areas 
per physician, and the per cent urbanization based 
on the 1941 census. 


In Table E15 it is noted that there is 
substantial variation in the observed population- 
physician ratios from one county or district to 
another and from region to region. The ratios 
for Regions 6 and 7, which comprise the districts 
of northern Ontario, are equally high. Region 3, 
which includes York County, has the lowest ratio 
(845), followed by Regions 5, 1, and 4. Within 
these and other areas the ratios vary widely. 


Among the population-physician ratios 
for counties and districts, those for Middlesex 
(560), Frontenac (600), Carleton (638), and York 
(718)--the four university medical centres of the 
province--are by far the lowest. 


Similar data on the distribution of the 
2,323 general practitioners are set out in Table 
E16. The sharp differences in the population- 
physician ratios in Table E15 are levelled off here, 
indicating that the general practitioner distribution 
is relatively much more even than that for all phy- 
Sicians in active civilian practice. Region 6 shows 
the poorest position, with a population-general 
practitioner ratio of 2,430. Next in order comes 
Region 5, comprising the eastern counties of Ontario, 
and then Region 7. 


The actual and percentage distribution 
of the 4,595 physicians in active civilian practice 
in Ontario, and also for the large cities and towns, 
were worked out by the survey Committee and have 
been submitted to the Minister of Health. The res- 
idence distribution of general practitioners and 
specialists in private practice has also been dev- 
eloped. These figures show that there are sub- 
stantial variations in the proportion of doctors de- 
voting the major portion of their time to private 
practice. 


General Comment 


These data are not presented with the 
idea that the differential between one area and 
another reflects necessarily the differential in the 
quality and extent of medical care, but simply to 
indicate that there is such difference. Many of 
the centres, in fact most of them with a high pop- 
ulation-physician ratio, are either medical teaching 
centres or are highly urbanized. 
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TABLE E15 
PHYSICIANS IN ACTIVE CIVILIAN PRACTICE BY RESIDENCE 







































; Physicians Dec. 31, 1948 
COUNTY OR Estimatedf Square ere or) 
DISTRICT Population Population Miles per se 
ee per Physician | Physician 









































Bruce 39.9 
Elgin 51.4 
Essex 74.5 
Huron 32.4 
Kent 48.4 
Lambton 50. 2 
Middlesex 66.6 
Oxford ti g 
Perth 1, 200 4.6 
a ae 
Brant 66, 100 
Haldimand 21, 800 
Halton 35, 900 
Lincoln 78, 800 
Norfolk 39, 400 
Welland 115, 600 
Wentworth 241, 600 


REGION 2 TOTAL 





599, 200 


















































Dufferin 14, 200 
Durham 27, 100 
Grey 59, 500 
Haliburton 7,900 
Muskoka 23, 900 
Nipissing 47, 600 
Northumberland 34, 500 
Ontario 71, 400 
Parry Sound 29, 600 
Peel 42, 400 
Peterborough 56, 700 
Simcoe 97, 200 
Victoria 25, 700 
Waterloo 113, 700 
Wellington 63, 000 
York le 067, 600 


REGION 3 TOTAL 1, 782, 000 2,110 


+Derived from population estimates made by the Bureau of Statistics and Research, Ontario. 
*1941 census data - all incorporated cities, towns and villages. 
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TABLE E15 (Cont'd) 
PHYSICIANS IN ACTIVE CIVILIAN PRACTICE BY RESIDENCE 


Physicians Dec. 31, 1948 
Number Population 
per Physician 

















Estimatedt 
Population 
1948 





Square 
Miles per 
Physician 





COUNTY OR 
DISTRICT 










Per Cent* 















Frontenac 
Grenville 

Leeds 

Lennox & Addington 
Prince Edward 















REGION 4 TOTAL 





219, 100 




























Carleton 226, 600 
Dundas 16, 400 
Glengarry 18, 400 
Lanark 34, 200 
Prescott 25, 000 
Renfrew 07, 700 
Russell 18, 100 
Stormont 47, 7A0 






REGION 5 TOTAL 


Algoma 
Cochrane 
Manitoulin 
Sudbury 
Timiskaming 


9 
REGION 6 TOTAL 313, 700 = 1, 390 


Rainy River 
Thunder Bay 
Kenora & Patricia 


REGION OSS CIA Sie TOTAL 164, 600 ae 1, 250 1, 613 me 


7Derived from population estimates made by the Bureau of Statistics and Research, Ontario, 
*1941 census data - all incorporated cities, towns and villages, 
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TABLE E16 
GENERAL PRACTITIONERS BY RESIDENCE, AREA, AND URBANIZATION 











































Estimatedt Physicians Dec.31, 1948 Square 
COUNTY OR Population Daa Miles per Per Cent 
opulation ‘oi 
DISTRICT 1948 Number per Physician | Physician 






Bruce 39.9 
Elgin 51.4 
Essex 74.5 
Huron 32.4 
Kent 48.4 
Lambton 50.2 
Middlesex 66.6 
Oxford 47.9 
Perth .6 









































Brant 66, 000 
Haldimand 21, 800 
Halton 35, 900 
Lincoln 78, 800 
Norfolk 39, 400 
Welland 115, 600 





Wentworth 241, 600 


REGION 2 TOTAL 





Dufferin 

































Durham 

Grey 

Haliburton 7, 900 
Muskoka 23, 900 
Nipissing 47, 600 
Northumberland 34, 500 
Ontario 71, 400 
Parry Sound 29, 600 
Peel 42,400 
Peterborough 56, 700 
Simcoe 97, 200 
Victoria 25, 700 
Waterloo 113, 700 
Wellington 63, 000 
York 1, 067, 600 


REGION 3 TOTAL 1, 782, 000 1, 810 


+Derived from population estimates made by the Bureau of Statistics and Research, Ontario. 
*1941 census data - all incorporated cities, towns and villages. 
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TABLE E16 (Cont'd) 
GENERAL PRACTITIONERS BY RESIDENCE, AREA, AND URBANIZATION 


Estimatedt Physicians Dec. 31, 1948 Square 
oh ede esa Population papulatien Miles per Per Cent* 
1948 Number per Physician Physician 


Frontenac 
Grenville 

Hastings 

Leeds 

Lennox & Addington 
Prince Edward 


REGION 4 TOTAL 


Carleton 226, 600 
Dundas 16, 400 
Glengarry 18, 400 
Lanark 34, 200 
Prescott 25, 000 
Renfrew 57, 700 


Russell 18, 100 
Stormont 47, 706 


Algoma 
Cochrane 
Manitoulin 
Sudbury 
Timiskaming 


Rainy River 
Thunder Bay 
Kenora & Patricia 


| GRAND TOTAL | 4,255,700 | 2,323 1, 832 Rte 18, ebay Ok ea 


*Derived from population estimates made by Bureau of Statistics and Research, Ontario, 
*1941 census data - all incorporated cities, towns and villages. 
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TABLE E17 
PERCENTAGE DISTRIBUTION OF POPULATION AND PHYSICIANS 
BY COUNTY OR DISTRICT AND BY REGION 


. Active General 9 


Bruce 
Elgin 
Essex 
Huron 
Kent 
Lambton 
Middlesex 
Oxford 
Perth 


REGION 1 TOTAL 


Brant 
Haldimand 
Halton 
Lincoln 
Norfolk 
Welland 
Wentworth 


ee SO el oe 
SorarrorReS 
RPP OR NR Oe 
oonrooroe 


Dufferin 
Durham 

Grey 
Haliburton 
Muskoka 
Nipissing 
Northumberland 
Ontario 
Parry Sound 
Peel 
Peterborough 
Simcoe 
Victoria 
Waterloo 
Wellington 
York 


REGION 3 TOTAL 


Frontenac 
Grenville 

Hastings 

Leeds 

Lennox & Addington 
Prince Edward 


REGION 4 TOTAL 
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yr TABLE E17 (Cont'd 
PERCENTAGE DISTRIBUTION OF POPULATION AND PHYSICIANS 
BY COUNTY OR DISTRICT AND BY REGION 





Carleton 
Dundas 
Glengarry 
Lanark 
Prescott 
Renfrew 
Russell 
Stormont 

















me ee ten oe 





Algoma 
Cochrane 
Manitoulin 
Sudbury 
Timiskaming 








Kenora & Patricia 
Rainy River 
Thunder Bay 





TOTAL NUMBER 





4, 256, 000 


In assessing the numbers and the dis- 
tribution of medical personnel, stress should be 
made not alone on any arbitrary figure of "doctor 
shortage", but on the positive evidences of medical 
progress over the last half century. In 1901, the 
life expectancy at birth of males was 48 years; in 
1931 it was 61 years; in 1941 it was 63 years, and 
for 1947 it was 65 years. Great reductions have taken 
place in the incidence and mortality from communicable 
diseases, and great improvement has been effected 
for maternal and infant mortality. Mortality from 
tuberculosis is now a quarter of what it was just 25 
years ago, 


The pattern of service of individual 
physicians is not likely to conform to the areas 
outlined by definite political boundaries, but such 
units do represent divisions for which many statis- 
tics pertaining to population, economic resources, 
hospital facilities, and professional personnel are 
available. Indeed, these political units must be 
taken into account if local and provincial govern- 
ments are to participate financially or admin 
stratively in implementing health service programs. 


It was for this reason that the Survey 
Committee, in preparing its basic statistics, used 
counties and regional service groupings as a basis 
for certain computations. 


The Concentration of Physicians 


The preceding tables have indicated oy 


Active Ge neral 
RESIDENCE Population Specialists 












for) 

a) 
FROrROHOOW 

—_ 

bo 










variation in distribution of doctors in various fields 
of work. A further demonstration is provided by 
Table E17. These variations reflect a certain rough 
pattern as just mentioned--more physicians in the 


areas containing the larger cities, in the centres 
where there are medical schoois, and in those loc- 
alities with well-developed hospital facilities. The 
concentration of specialists in certain parts is part- 
icularly striking. 


This evidence can be obtained simply 
by comparing the proportion of the total population 
in the more urbanized areas with the proportion of 
civilian physicians who are in these areas (Table 
E17). This association is not simply one due to 
urbanization alone, but to the well-developed hos- 
pital and the medical service facilities in the more 
thickly populated and industrialized areas. 


Variation in Ages of Physicians by Type of Locality 

Of all physicians in active civilian practice 
in municipalities of 1,000 population or over, 9.5 
per cent were 65 years of age or over, compared 
with 16.5 per cent in rural areas. For physicians in 
general practice 12.8 per cent of those in municipal- 
ities of 1,000 population or over were 65 years of age 
or over, compared with 17.0 per cent in rural areas. 
Of the 522 physicians in general practice in mun- 
icipalities of less than 1,000 population and in rural 
areas, 24.7 per cent were under 35 years of age, 
while the largest age group among urban general 
practitioners was 35 - 44 years. 


TABLE E18 
DISTRIBUTION OF SELECTED GROUPS OF PHYSICIANS 
BY AGE GROUP AND SIZE OF LOCALITY 


SIZE OF MUNICIPALITY | 
Over 30,000 | 10,000 1, 000 jtetale T Rarat | 
AGE GROUP | 199 000 | 100,000 | 30,000 | 10,000 | Urban | Ruralf : TOTAL 








Physicians in Active Civilian Practice 




















Under 35 2a00 
35 - 44 26.5 
45 - 54 23.4 
55 - 64 16.5 
65 - 74 , 8.6 
75 & over ; } 2.5 ‘ : 






























100. 0 


TOTAL (%) 100. 0 100. 0 TOG Ok eee | 100.0 | 


AGE GROUP Physicians in General Practice ' TOTAL 
25: : ; 











Under 35 PAY 
35 - 44 
45 - 54 
55 - 64 
65 - 74 
75 & over 





——————— ee —————— = 





° . 







65 - 74 
75 & over 


ES SS SE 


TOTAL (%) 100.0 100.0 100.0 , 100.0 100.0 100.0 | 


ft" Rural" includes municipalities of less than 1,000 estimated population, 1941 census. 
*All incorporated cities and towns of 1,000 and over, 1941 census. 
( )Figures in parenthesis are actual number of doctors. 
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CHAPTER IV 
SPECIALIZATION 


The proportion of physicians recorded 
as being in specialist private practice in 1948 is 
substantially greater than was found in the National 
Health Survey (1) as at March, 1943. At that time 
the figure for civilian physicians was 15.2 per 
cent. This excludes physicians in hospital practice 
and in the armed forces. Specialists in public 
health are not included in these figures. 


During the past 25 years there has been 
a pronounced trend toward specialization. This is 
reflected in the current situation in United States 
and in Canada. "In the United States in 1923 only 
15, 408 physicians reported that they were confining 
their practice to a specialty; by 1931, 24, 826 were 
in that category; in 1940, 36,880 physicians. By 
1949, it was estimated that 50, 000 were so limiting 
their practice--more than triple the number at the 
beginning of this period. This steady increase is 
reflected in the proportion of specialists relative 
to all physicians which has more than doubled during 
the 25 year period" (2). 


In preparing tabulations of specialists, 
the doctor's statement as to the nature of his practice 
and the field in which he was practising was ac- 
cepted. A separate tabulation was made of those 
holding specialist certificates with the Royal College 
of Physicians and Surgeons of Canada. A special 
tabulation was also made of those doctors who, 
although not certified, had special training in any 
specific field. 


Physicians in Specialist Practice 


On December 31, 1948, there were 1, 386 
physicians devoting the major portion of their time 
to private specialist practice. This is 30.2 per 
cent of all physicians in active civilian practice, the 
population-physician ratio being 3, 07C (Table E10). 
In addition there were 240 physicians in hospital 
Specialist practice. The distribution of these 1, 626 
physicians who comprise 35.4 per cent of physicians 
in active civilian practice, by type of specialty 
reported, is set out in Table E19. 


(1) Report of the National Health Survey, 
19438, 
(2) Public Health Bulletin number 305, 


Health Service Areas — Estimates of 
Future Physician Requirements, publish— 
ed by the Federal Security Agency, 
Public Health Service,Washington,D.C., 
1949. Authors — Mountain,d.W.;Pennell, 
E.H.; Berger, A.G. 
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T hese data relate to the specialties 
reported on the questionnaire; they therefore include 
combinations of specialities and certain fields not 
Specifically defined by the Royal College of Physicians 
and Surgeons of Canada. 


The age distribution of all physicians 
devoting the major portion of their time to a spec- 
ialty is presented in Table E20. Of the 1, 626 phy- 
Sicians in specialist practice, 111 or 6.8 per cent 
were 65 years of age or over. One-third were in 
the age group 35-44 years. 


On examination of the ages of specialists 
in private practice in relation to all physicians in 
active civilian practice it is shown (Table E20), 
that 34.7 per cent of physicians in active civilian 
practice are at ages 55-64 devoting the major part 
of their time to private or hospital specialist pract- 
ice, compared with 40.5 per cent at ages 45-54 and 
41.3 per cent at ages 35-44. These figures are 
evidence of the increasing tendency to restrict 
practice to special fields. 


Of all physicians in specialist practice 
(1,626), 1,386 or 85.8 per cent were in private 
practice. The distribution of these physicians by 
source of income is given in Table E21. 


Certified Specialists 


The tables on the number of physicians in 
specialist private practice, do not agree with the 
data for certified specialists as at December 31, 
1948, for several reasons. A physician who holds 
a specialist certificate from the Royal College of 
Physicians and Surgeons of Canada may not practise 
his specialty, or he may hold his specialty certificate 
and be devoting a major portion of his time to some- 
thing else, such as general practice. Also, some 
physicians are included in the specialists’ practice 
section who did not as yet hold a certificate from 
the Royal College of Physicians and Surgeons, but 
who, having specified that they were devoting their 
time to a special field, have been so classified. 
There were 336 physicians in this category in Ontario 
on December 31, 1948. 


Active physicians in Ontario who held 
specialist certificates from the Royal College of 
Physicians and Surgeons of Canada numbered 1, 423 
as of December 31, 1948. This figure is equivalent 
to 31.0 per cent of all physicians in active civilian 
practice. 


Of the 1,423 physicians certified ina 
specialty on December 31, 1948, 1,043 were in 


TABLE E19 
DISTRIBUTION OF DOCTORS IN SPECIALIST PRACTICE 


Private Hospital 
Practice Practice TOTAL.G 


SPECIAL FIELDT : pay a. 
er: 
Number Cor Number Cont Number es 





Allergy 

Anaesthesia 

Anaesthesia, internal med. 
Anaesthesia & internal med. (T.B.) 
Anaesthesia & obstetrics 
Anaesthesia & paediatrics 


Bacteriology 
Bacteriology & internal med. & path. 
Bacteriology & pathology 


Cardiology 


Dermatology 

Dermatology & syphilology 
Diagnostic radiology 

Diagnostic radiology & gen. surgery 
Diagnostic radiology & int. medicine 
Diagnostic radiology & therap. rad. 


RPOoOOoWwWro 


Gastro-enterology 

General surgery 

General surgery & gynaecology 
General surgery, gynaecology & obstet. 
General surgery & internal medicine 
General surgery & neurosurgery 
General & orthopaedic surgery 
General, ortho. & plastic surgery 
General, ortho. & thoracic surgery 
General, ortho. surgery & urology 
General & plastic surgery 

General surgery & therapeutic rad. 
General & thoracic surgery 

General surgery & urology 
Gynaecology 

Gynaecology & obstetrics 


PENNE ONE 


ole Bo tee ee ee ae Nee Bary ele 


4) 
1 
2 
0 
1 
2 
1 
4 
1 
i 
7 
8 
3 


oo] 


_ 
i) 


Internal medicine 
Internal medicine (T.B.) 
Internal medicine (T.B.) & psychiatry 


—_ 
co 
> 
—_ 

own 


Neurology 
Neurology & psychiatry 
Neurosurgery 


ete 


Obstetrics 

Obstetrics & paediatrics 
Obstetrics & surgery 
Ophthalmology 

Ophthalmology & otolaryngology 
Orthopaedic surgery 
Otolaryngology 


tAs reported by the physician 
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TABLE E19 (Cont'd) 
DISTRIBUTION OF DOCTORS IN SPECIALIST PRACTICE 


Private Hospital 
Practice Practice TOTAL 
SPECIAL FIELDTt erie an a oa nia oe. 
umber eon umber Cant umber | Cent 


Paediatrics _ 
Pathology 
Physical Medicine 
Plastic surgery 
Psychiatry 


Rheumatic diseases 


Therapeutic radiology 


Urology 


Others* 34 





1 As reported by the physician. 
* Includes one each of-- 


Anaesthesia, obstetrics and gynaecology; cancer; communicable diseases and V.D.; dermatology 
and internal medicine; diabetes; diseases of metabolism and diabetes; endocrinology; endocrinol- 
ogy and vitaminology; general surgery and proctology; genito-urinary, skin and rectal; haematol- 
ogy; internal medicine, dermatology and Syphilis; internal medicine and psychiatry; medical lab- 
oratory; neuro and thoracic surgery, neurology and nutrition; obstetrics, gynaecology and V. D.; 
oral surgery; with E.N.T.; orthopaedics and arthritis; paediatrics and allergy; proctology,; psy- 
chiatry and mental hygiene; psychotherapy; radiology and electrocardiography; rheumatology 
and internal medicine; surgery and cardiology; surgery of hernia; traumatic and general surgery. 


Includes two each of-- 


Arthritis; hygiene and industrial medicine; obstetrics, paediatrics and gynaecology. 
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TABLE E20 
SPECIALISTS IN PRIVATE OR HOSPITAL PRACTICE AS AT DEC. 31, 1948 


Age Group 


SPECIAL FIELDT Le Pa TOTAL 
35 over 


Allergy 3 x 
Anaesthesia 

Anaesthesia & internal medicine 

Anaesthesia & internal med. (T.B.) 

Anaesthesia & obstetrics 

Anaesthesia & paediatrics 


Bacteriology 
Bacteriology, internal med. & path. 
Bacteriology & pathology 


Cardiology 


Dermatology 

Dermatology & syphilology 
Diagnostic radiology 

Diagnostic rad. & general surgery 
Diagnostic rad. & internal med. 
Diagnostic & therapeutic radiology 


Gastro-enterology 

General surgery 

General surgery & gynaecology 
General surgery, gynaec. & obst. 
General surgery & internal med. 
General surg. & neurosurgery 
General & orthopaedic surgery 
General, orthop & plastic surgery 
General, orthop. & thoracic surg. 
General, orthop. surg. & urology 
General & plastic surgery 
General surg. & therap. rad. 
General & thoracic surgery 
General surgery & urology 
Gynaecology 

Gynaecology & obstetrics 


_ 
j=) 


Internal medicine 
Internal medicine (T.B.) 
Internal medicine (T.B.) & psych. 


Neurology 
Neurology & psychiatry 
Neurosurgery 


Obstetrics 

Obstetrics & paediatrics 
Obstetrics & surgery 
Ophthalmology 
Ophthalmology’ & otolaryn. 
Orthopaedic surgery 
Otolaryngology 





f{ As reported by the physician, 
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TABLE E20 (Cont'd) 
SPECIALISTS IN PRIVATE OR HOSPITAL PRACTICE AS AT DEC. 31, 1948 


Age Group 
SPECIAL FIELD 
; : hams Ot ee eA ARET At 
35 


Paediatrics 
Pathology 
Physical medicine 
Plastic surgery 
Psychiatry 

















Rheumatic diseases 


Therapeutic radiology 









Urology 






Others* 


TOTAL 437 291 101 10 
Per Cent in Each Age Group 


ne 
Per Cent of Physicians in Active 
Civilian Practice by Age 27.0 41.3 


7 As reported by the physician. 









* Includes one each of-- 


Anaesthesia, obstetrics and gynaecology; cancer; communicable diseases and V.D.; dermatology 
and internal medicine; diabetes; diseases of metabolism and diabetes; endocrinology; endocrinology 
and vitaminology; general surgery and proctology; genito-urinary, skin and rectal; haematology; 
internal medicine, dermatology and syphilis; internal medicine and psychiatry; medical laboratory; 
neuro and thoracic surgery; neurology and nutrition; obstetrics, gynaecology and V.D.; oral surgery 
with E.N.T.; orthopaedics and arthritis; paediatrics and allergy; proctology; psychiatry and mental 
hygiene; psychotherapy; radiology and electrocardiography; rheumatology and internal medicine; 
surgery and cardiology; surgery of hernia; traumatic and general surgery. 


Includes two each of-- 


Arthritis; hygiene and industrial medicine; obstetrics, paediatrics and gynaecology. 
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TABLE E21 
SPECIALISTS IN PRIVATE OR HOSPITAL PRACTICE BY TYPE OF WORK AND SOURCE OF INCOME 


Source of Income 


Priv. | Fed. Prov. 
Prac. | Govt. | Govt. 























MAJOR TYPE OF WORK - SPECIALISTS} 





Allergy 
Anaesthesia 

Anaesthesia & internal medicine 
Anaesth. , internal medicine (T.B.) 
Anaesthesia & obstetrics 
Anaesthesia & paediatrics 






Bacteriology 
Bact., internal med. & pathology 
Bacteriology & paediatrics 

Bacteriology & pathology 


Cardiology 






Dermatology 
Dermatology & syphilology 
Diagnostic radiology 

Diagnostic rad. & general surgery 
Diagnostic rad. & internal med. 
Diagnostic & therapeutic radiology 


Gastro-enterology 
General surgery 
General surgery & gynaecology 
General surg., gynaec. & obstetrics 
General surg. & internal medicine 
General surg. & neurosurgery 
General surg. & orthop. surgery 
Gen., orthop. & thoracic surgery 
General, orthop. & plastic surgery 
General, orthop. surg. & urology 
General surgery & plastic surgery 
General surgery & therapeutic rad. 
General surgery & thoracic surgery 
General surgery & urology 
Gynaecology 

Gynaecology & obstetrics 





















WoT EP he NH ONE UI 


= 
i) 










Internal medicine 
Internal medicine (T. B. ) 
Internal med. (T.B.) & psychiatry 











= 
co 
ns 






Neurology 
Neurology & psychiatry 
Neurosurgery 











Obstetrics 
Obstetrics & paediatrics 
Obstetrics & surgery 
Ophthalmology 

Ophthalmology & otolaryngology 
Orthopaedic surgery 
Otolaryngology 
+} As reported by the physician. 
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TABLE E21 (Cont'd) 
SPECIALISTS IN PRIVATE OR HOSPITAL PRACTICE BY TYPE OF WORK AND SOURCE OF INCOME 


Source of Income 
MAJOR TYPE OF WORK - SPECIALISTS} | priy. | Feq. | Prov. Priv. | Other | TOTAL 
Prac.}| Govt. | Govt. Hosp. ape 


Paediatrics 
Pathology 
Physical medicine 
Plastic surgery 
Psychiatry 


Rheumatic diseases 


Therapeutic radiology 


Urology 


Others * 





{ As reported by the physician. 
* Includes one each of-- 


Anaesthesia, obstetrics and gynaecology; cancer; communicable diseases and V.D.; dermatology 
and internal. medicine; diabetes; diseases of metabolism and diabetes; endocrinology; endocrinology 
and vitaminology; general surgery and proctology; genito-urinary, skin and rectal; haematology; 
internal medicine, dermatology and syphilis; internal medicine and psychiatry; medical laboratory; 
neuro and thoracic surgery; neurology and nutrition; obstetrics, gynaecology and V.D.; oral surg- 
ery with E.N.T.; orthopaedics and arthritis; paediatrics and allergy; proctology; psychiatry and 
mental hygiene; psychotherapy; radiology and electrocardiography; rheumatology and internal med- 
icine; surgery and cardiology; surgery of hernia; traumatic and general surgery. 


Includes two each of-- 


Arthritis; hygiene and industrial medicine; obstetrics, paediatrics and gynaecology. 
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TABLE E23 
ACTIVE PHYSICIANS CERTIFIED IN A SPECIALTY BY AGE 


CERTIFIED SPE CIALTY Under 65 &* 
27 27 4 


Anaesthesia 

Anaesthesia & internal medicine 
Anaesth. & internal medicine (T.B.) 
Anaesthesia & paediatrics . 
Bacteriology 

Bacter., internal med. & pathology 
Bacteriology & paediatrics 
Bacteriology & pathology 
Dermatology 

Dermatology & syphilology 
Diagnostic radiology 

Diagnostic rad. & general surgery 
Diagnostic rad. & internal medicine 
Diagnostic & therapeutic radiology 
General surgery 

General surgery & gynaecology 
General surg., gynaec. & obstetrics 
General surgery & neurosurgery 
General & orthopaedic surgery 
Gen., orthop. & plastic surgery 
Gen., orthop. & thoracic surgery 
Gen., orthop. surgery & urology 
General & plastic surgery 

General surgery & therap. radiology 
General & thoracic surgery 
General surgery & urology 
Gynaecology 

Gynaecology & obstetrics 

Internal medicine 

Internal medicine (T.B.) 

Internal med. (T.B.) & psychiatry 
Neurology 

Neurology & psychiatry 
Neurosurgery 

Obstetrics 

Ophthalmology 

Ophthalmology & otolaryngology 
Orthopaedic surgery 

Otolaryngology 

Paediatrics 

Pathology 

Physical medicine 

Plastic surgery 

Psychiatry 

Therapeutic radiology 

Urology 







TOTAL 
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* Includes 4 physicians at ages 70-79 years, 
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TABLE E24 
ACTIVE PHYSICIANS CERTIFIED IN A SPECIALTY BY RESIDENCE AND AGE 


Bruce 

Elgin 1 3 
Essex = 10 
Huron - 
Kent 3 
Lambton 13 
Middlesex 45 
Oxford ° 
Perth 


Brant 
Haldimand 
Halton 
Lincoln 
Norfolk 
Welland 


RESIDENCE 


— 
—_ 


i) 
moO WO OD =) Ole 
bo 
REP NORe Were wD ! 


Noi Pe Neb ! 


Wentworth 


— 
COrNNIO 
Co 
Oni ae 1 = 





Dufferin 
Durham 

Grey 
Haliburton 
Muskoka 
Nipissing 
Northumberland 
Ontario 
Parry Sound 
Peel 
Peterborough 
Simcoe 
Victoria 
Waterloo 
Wellington 
York 


ine i 
_ 


1 Derep il Pf i 


NOorwwilireainre tiol 





*Includes 4 physicians ages 70-79 years. 
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TABLE E24 (Cont'd) 


ACTIVE PHYSICIANS CERTIFIED IN A SPECIALTY BY RESIDENCE AND AGE 


Under 35 pew | wt [a eee 


Grenville 

Frontenac 

Hastings 4 
Leeds 

Lennox & Addington 

Prince Edward 


Carleton 
Dundas 
Glengarry 
Lanark 
Prescott 
Renfrew 
Russel 
Stormont 


RESIDENCE TOTAL 


Algoma 
Cochrane 
Manitoulin 
Sudbury 
Timiskaming 


REGION 6 TOTAL 


Kenora 
Rainy River 
Thunder Bay 
Patricia 





*Includes 4 physicians ages 70-79 years. 
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TABLE E25 


PHYSICIANS WITH SPECIAL TRAINING BY TYPE OF WORK 


Special Training 
Certified Not Certified 


TYPE OF WORK 


General Practice 
Specialist, private practice 
Specialist, hospital practice 
Other hospital practice 
Public health 

Industrial medicine 
Research 

Teaching 

Insurance 

Workmen's Compensation Board 
Medical administration 
Government service 

Other and unspecified 


specialist private practice and 206 in specialist 
practice in hospitals. The remainder (174) were 
distributed by major field of work, as follows: 
87 in general practice, 22 in public health, 5 in 
industrial medicine, 16 in medical research, 16 
in medical teaching, 2 in insurance, 5 with the 
Workmen's Compensation Board, 7 in medical 
administration and 14 in other types of govern- 
ment service not stated elsewhere (Table E22). 


The numbers certified in the basic spec- 
ialties can be obtained from the distribution given 
in the table. Eighty-five doctors were certified in 
psychiatry and 25 in neurology and psychiatry. Six 
were certified in pathology and 35 in bacteriology 
and pathology. 


The age distribution of certified spec- 
ialists by type of specialty is set out in Table E23. 
Of the 1, 423 certified specialists, 86 or 6.0 per 
cent were 65 years of age or over and 35.6 per 
cent were in the age group 35-44 years. 


It is noteworthy that 40.0 per cent of 
all physicians in active civilian practice at ages 
45-54 years hold a specialist certificate of some 
type from the Royal College of Physicians and 
Surgeons of Canada. 


The distribution of all certified spec- 
ialists by age and county or district of residence 
is set out in Table E24. This table reflects the 
concentration of certified specialists by county, 
district and region. Three counties and two dis- 
tricts had no certified specialist at the time of the 
survey. Twelve other counties and one district 
had only one. 


Special Training 


In order to secure information regarding 
special training which physicians had in any field, 
physicians were asked the following question on the 
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Total Physicians 
in Active Civil- 
ian Practice 


survey enquiry form: 

"If you have no specialist certificate but 
have special training in a particular field, name the 
field. " 


The replies were tabulated as recorded, 
Separate from and in addition to the data on spec- 
ialists. It was found that of 4,595 physicians in 
active civilian practice (excluding medical officers 
in the armed forces, internes, residents and fellows), 
1,435 or 31.2 per cent had special training of some 
sort in a particular field apart from the certified 
Specialty. 


The distribution of these 1, 435 physicians 
by type of work is presented in Table E25. 


Of the 1, 435 physicians reporting special 
training in some particular field, 63 were also 
certified in a specialty by the Royal College of 
Physicians and Surgeons of Canada. Of the 1,372 
physicians who were not certified but who reported 
special training, 699 were devoting their major 
attention to general practice, 320 to specialist private 
practice, and 72 to hospital specialist practice. 


The significant point of interest is the 
fact that out of 2,323 physicians whose major field 
of work is general practice, 699 or 30 per cent 
reported having special training. 


The types of special training reported 
by the 1, 435 physicians is set out in Table E26 by 
region. The variations in the ratio of physicians 
with special training to all physicians in active 
civilian practice in the regions are indicated at 
the foot of the table. 


A summary of the data on physicians 
with a specialist certificate or with special training 
is given in Table E27. The distribution of this group 
by county or district of residence, showing the 
large cities and towns has also been prepared by 
the Survey Committee and has been forwarded to 
the Minister of Health for Ontario. 


TABLE E26 
PHYSICIANS REPORTING SPECIAL TRAINING BY TYPE OF TRAINING AND RESIDENCE 


REGION 


a Ta a 
giclee [an] 4 [es | oe | ae 


Administration 

Allergy 

Anaesthesia 

Anaesthesia & obstetrics 
Anaesthesia & paediatrics 
Aviation medicine 
Bacteriology 

Bacteriology & pathology 
Cardiology 

Communicable diseases incl. V. D 
Dermatology 

Dermatology & syphilology 
Diabetes 

Diagnostic radiology 
Diagnostic and ther. radiology 
Gastro-enterology 

General surgery 

General surgery & gynaecology 
General surgery, gyn. & obstet. 
General & orthopaedic surgery 
General surgery & urology 
Gynaecology 

Gynaecology & obstetrics 
Industrial medicine & hygiene 
Internal medicine 

Internal medicine (T. B.) 
Neurology 

Neurology & psychiatry 
Obstetrics 

Obstetrics & paediatrics 
Obstetrics & surgery 
Ophthalmology 

Ophthalmology & otolaryngology 
Orthopaedic surgery 
Otolaryngology 

Paediatrics 

Pathology 

Physical medicine 

Plastic surgery 

Proctology 

Psychiatry 

Public health 

Rheumatic diseases 
Therapeutic radiology 

Urology 

Other 
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CHAPTER V 
MEDICAL MANPOWER NEEDS 


The Survey Committee sought information 
on the need for physicians throughout the province 
by seeking the comment of certain official and vol- 
untary agencies, by specific enquiry of all physicians 
in Ontario as to their opinion on the need for doctors 
in their areas, and by examination of data recorded 
in the survey in relation to any standards Set up 
elsewhere. 


Physician-Population Ratios as Standards of Adequacy 


No arbitrary yardstick is completely 
satisfactory as a measure of the adequacy of medical 
Service, but the relationship of the number of doctors 
to the total population in any area or in the province 
as a whole is a useful guide. Ratios of doctors in 
any area to the population in that area, become 
less and less useful as the size of the area becomes 
smaller or more highly urbanized. This is especially 
true in a hospital or in a university centre. In 
assessing local needs, arbitrary ratios are almost 
certain to mislead. The many contingent factors 
affecting distribution demand a careful local study 
and on-the-spot survey in order to secure a good 
assessment of local needs. 


Opinions vary extensively on the number 
of physicians required to provide adequate medical 
care (1). Attention may be directed to the work of 
Lee and Jones published as part of the work of the 
Committee on the Costs of Medical Care (2). Their 
report indicates that 142 physicians per 100, 000 
persons (704 persons per doctor) would be necessary 
to provide all persons with the essential medical 
‘care. The 142 physicians would consist of 116 gen- 
eral practitioners and 26 physicians engaged in the 
practice of the various medical specialties. 


In the 1945 Hospital Review, published 
by the American Hospital Association, it was sug- 
gested that from 18 to 20 physicians, of whom three 
of five might be specialists, would be needed to 
serve 20, 000 to 25, 000 persons (3). This is a ratio 
of 800 persons per physician. It was assumed, 
however, that facilities in more fully developed 
hospital and medical centres would be available to 
p rovide the rare and highly developed specialty 
services. 


The United States Public Health Service 
has set out certain standard population-physician 
ratios and these include provision, for example, 
for one general practitioner for every 1,500 persons. 
On December 31, 1948, there were 1, 832 persons 
per general practitioner in Ontario. 
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Reports from Agencies 


In response to inquiry by the Survey 
Committee, the Federated Women's Institutes of 
Ontario submitted a brief dealing with the adequacy 
of medical care in rural parts of the province. They 
were of the opinion that the services of more phys- 
icians were required in rural Ontario, and they urged 
that, to accomplish this, special encouragement in 
the form of bursaries should be given medical students 
from rural areas. They also suggested that a 
system of subsidies should be established to assist 
doctors who are willing to serve the more isolated 
and sparsely settled parts of the province. It was 
thought, too, that a system whereby all medical 
students would spend a part of their internship under 
approved country doctors would help to increase the 
flow of new medical graduates to such practices. 


The Ontario Medical Association supplied 
the Survey Committee with a list of 31 villages and 
towns which had been reported to them as needing 
the services of additional doctors; and 20 towns and 
cities where young doctors were needed to fill ass- 
istantships. Many of the requests for futher medical 
services came from private citizens, some were from 
municipal officials and chambers of commerce, a few 
from doctors themselves, and a number appeared on 
the list as a result of investigations made by the 
Ontario Medical Association. 


Comments of Physicians on the Need for Doctors 


In the Survey questionnaire, physicians 
were asked to express an opinion concerning the 
distribution of general practitioners and specialists 
in their areas, 


A total of 3,443 physicians expressed an 
opinion regarding the need for general practitioners. 


(1) Public Health Bulletin number 305, 
Health Service Areas — Eatimates of 
Future Physician Requirements, publish— 
ed by the Federal Security Agency, 
Public Health Service,Washington,D.C., 
1949. Authors—Mountain, J.W.; Pennell, 
£.H.; Berger, A.G. 

(2) Lee, Roger I.; and Jones L.W.; Public- 

ation No. 22 of the Committee on the 

Costs of Medical Care. University of 

Chicago Preas, Chicago, 19388. 

(3) American Hospital Association, 1945 

Hospital Review, pp. 15-24,Sept. 1945. 


Only 232 out of these 3, 443 physicians expressed an 
opinion that general practitioner services were in- 
adequate. The need for A practitioners, as 
reflected by the physicians' statements, was not 
dangerously urgent anywhere, but there ‘appeared 
to be a mild shortage in 11 counties and districts. 


A total of 3,171 physicians expressed 
an opinion about the need for specialist services. 
Of this number, 639 felt that specialist services 
were not adequate. This is twice the number of 
doctors stating that general practitioners' services 
were not adequate. The observations made reflect 
a need for additional specialist services in pathology, 
diagnostic radiology, dermatology, paediatrics, 
general surgery, psychiatry, opthalmology, oto- 
laryngology, and internal medicine. 


Evidence from the Work of Other Committees 


Other sections of this report provide 
figures on the estimated numbers of physicians 
now required in certain special fields. It was in- 
dicated, for example, that 157 psychiatrists, 22 
pathologists, 25 radiologists, 28 specialists in 
public health, and 6 specialists in physical med- 
icine were required. 


The Survey Committee felt that the. need 
for general practitioners should be stressed more 
than that of certain specialties. With few exceptions 


(psychiatry, pathology, and public health) the need 
for general practitioners was of significantly greater 
importance. 


The figures produced by the Survey show 
that there were only 2,323 doctors who were devot- 
ing the major part of their time to general practice. 
This is a population-physician ratio of 1, 832. This 
ratio is unexpectedly large and indicates an overall 
need for general practitioners. This is supported 
by the United States Public Health Service ratio of 
one general practitioner per 1, 500 population. 


Significance of the Apparent Need for Physicians 


The available information suggests a 
modest need for physicians now and an acute need 
in certain special fields--psychiatry, pathology, 
and public health. If the loss sustained by the 
emigration of trained physicians to the United States 
and to other provinces were reduced, it would not 
be necessary to increase the number of medical 
graduates. The development or extension of medical 
schools in other parts of Canada will undoubtedly 
materially influence the net production of physicians 
for Ontario over the next few years. There is no 
way, however, in which the future trend can be 
estimated with certainty. 


If, on the other hand, emigration of 
medical graduates trained in Ontario were to con- 


TABLE E28 


DEATHS AMONG MALE PHYSICIANS IN ONTARIO BY AGE GROUP 


AGE GROUP 


Average 1934-38 


Average 1939-43 





T ABLE E29 


PHYSICIANS NOT IN PRACTICE BY AGE GROUP AND SEX 









Under 35 
35-44 
45-54 
55-64 
65-74 

75 & over 

Not stated 





ace | ate | romate 
ye 21 








TOTAL 
Per Cent 


6.5 






14 
14 





TABLE E30 


REASON FOR RETIREMENT OF PHYSICIANS NOT IN PRACTICE UNDER AGE 64 


Married 
Ill-health 
Business 


Other reasons 
No reason given 


tinue, consideration should be given to enlarging 
the output of existing medical schools, or the open- 
ing of new medical schools. 


Medical Manpower Wastage 


There are three components in the man- 
power wastage picture--death, emigration and 
retirement. 


Deaths Among Physicians 


The average annual numbers of deaths of 
male physicians by age during the 15 years 1934 to 
1948 inclusive are set out by ten-year age groups 
in Table E28. 


The annual number of deaths, including 
female physicians, is about 85 physicians per year. 
This figure may be expected to increase slightly, 
but the increase will not be great. 


Emigration of Physicians 


Accurate information on emigration and 
immigration of physicians is not available. The 
data on the medical school output has shown that 
34.4 per cent of the graduates of Ontario medical 
schools in the last 14 years have left Ontario for 
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the United States or other provinces of Canada-- . 
17. 2 per cent to the United States and 17.2 per 
cent to other provinces. 


Retirement of Physicians 


It is difficult to obtain accurate data on 
the retirement of physicians. A doctor may simply 
curtail his practice and remain in partial retire- 
ment for many years. An effort was made to secure 
information on retirements in the questionnaire 
sent to all doctors in Ontario. 


There were 383 retired physicians in 
Ontario as at December 31, 1948. This is 6.8 per 
cent of all physicians in Ontario. This compares 
with a figure of 5.7 per cent for Canada in Sept- 
ember, 1948. 


Ages of Physicians Not in Practice 


The 383 physicians recorded in the survey 
as "not in practice" or "retired" are distributed by 
age in Table E29. 


The stated reasons for retirement for the 
141 physicians not in practice at ages under 64 years 
were as in Table E30. 


CHAPTER VI 
MEDICAL MANPOWER EDUCATION 


There are four medical schools in On- 
tario--Queen's, Toronto, Western Ontario and 
Ottawa. (The first graduates from the latter will 
complete the medical course during the term 1950- 
51). 


Data on the output of graduates from 
Ontario's medical schools during the period 1920- 
1948, together with estimates for the years 1949- 
1952, are given in Table E31. 


During the war and post-war period, 
acceleration of teaching programs and financial aid 
to veterans of World War II through the Department 
of Veterans' Affairs had a strong influence on the 
output of medical graduates. In future, the ex- 
pansion of the facilities for medical education in 
Saskatchewan and in British Columbia, as well as 
in Ontario, will be important in the long-term 
maintenance of the volume of medical graduates 
required for the next few years, for these develop- 
ments may well reduce the total migration of medical 
students from Ontario after graduation. 


There have been variations in the total 
output--one increase after World War I in the years 
1923 to 1926, and another with the commencement 
of accelerated courses in 1943. The latter was 
compensated by slow-up to pre-war rate inthe 1948 
output, 


Noteworthy is the increasing output of the 
University of Western Ontario Medical School from 
10 to50. Also noteworthy is the definite tendency 
of the output of the University of Toronto Medical 
School to stabilize at a lower level--falling from 
around 200 in the period 1927-1934 to something 
under 150 per year. 


The number of medical students is re- 
stricted because teaching facilities are limited. 


Emigration of Medical Graduates 


In past years, the output of Ontario 
medical schools has suffered a substantial drain 
to other provinces and to the United States. This 
is well illustrated by Table E32, in which is set out 
the percentage distribution of graduates over the 
past 14 years. 


The percentage distribution of the out- 
put of each Ontario medical school over the past 14 
years is set out in Table E33, 


Of our medical manpower production in 
the past 14 years, 17.2 per cent have gone to the 
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United States and 17.2 per cent to other provinces 
of Canada. 


These figures illustrate how the present 
medical manpower position could be improved if 
more of the graduates of Ontario medical schools 
remained in Ontario. Ontario medical schools have 
been producing doctors each year at more than twice 
the rate at which physicians are dying (average 85 
per year). From 1951 on, the production rate will 
be three times the number of deaths among doctors 
in Ontario. 


Possible Output of the Future 


The dean of each medical school in On- 
tario was invited to express an opinion regarding 
the problems of production and supply of doctors. 
Their replies have been forwarded to the Minister 
of Health for Ontario, but they may be summarized 
as follows: 


The Ontario medical schools cannot "with 
advantage either to the students or to the community 
at large, increase the present output". The top 
limit of graduates which can be trained with present 
facilities is stated to be: Toronto, 150; Queen's, 
50; Western, 50; Ottawa, 50. *The University of 
Toronto Medical School is the largest medical 
school on the continent--its output should not be 
increased. The three smaller medical schools could 
not expand without additional funds for increased 
facilities; even then the expansion could only be of 
minor degree due to limitations in teaching material. 


The Survey Committee concluded that an 
increase in medical school output could be achieved 
not merely by enlarging present schools but by the 
establishment of additional ones. 


Immigration of Physicians 


Available data show that Ontario does 
receive a significant number of doctors from the 
United Kingdom, the United States and other pro- 
vinces, but this is by no means equal to the numbers 
trained in Ontario who go elsewhere. 


A special analysis of new registrations 
was made through the co-operation of the College 
of Physicians and Surgeons of Ontario, This study 
showed that of 857 new registrations received in 
the years 1935, 1939, 1945 and 1948, Ontario medi- 
cal school graduates accounted for 712, of who 534 
were still in Ontario (75%). In addition, 125 gradu- 
ates from medical schools outside Ontario registered 
in these years, and of these 78 (62 per cent) were 


TABLE E31 


GRADUATES OF ONTARIO MEDICAL SCHOOLS*, 1920 - 1952 


MEDICAL SCHOOLS 
sai 


24 86 














1920 - 1939 


GRAND TOTAL 
1920 - 1952 


*From "Survey of Physicians in Canada, September, 1948", published by the Department of National 
Health and Welfare, Ottawa, 
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TABLE E32 


PERCENTAGE DISTRIBUTION OF ONTARIO'S TOTAL MEDICAL SCHOOL OUTPUT, 1935-48 








*Includes dead or no address, 


still in Ontario. Of those physicians registering 
with the College for the first time in these years, 
therefore, 612 were still in Ontario, and of these 
78 or 12.7 per cent were graduates of medical schools 
outside Ontario or outside Canada, In other words, 
for every hundred graduates of Ontario medical 
schools who remain in Ontario, there are 14.6 
from outside Ontario who stay. 


Effect of Population Trends 


There is currently in progress a down- 
ward trend in the proportion of the male and female 
population in the age-group 15-24 years, from which 
medical students are recruited. This is a signifi- 
cant fact for it will most certainly be a factor in 
determining the future supply of potential medical 
students. 


Problems of the Medical Schools 
From the replies of the deans of the 


medical schools some of the problems presently 
faced by the medical schools were made evident. 


Other 
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These include congestion of present facilities, 
limitations of clinical facilities, etc. 


Sources of Ontario Medical Students 


Data on the numbers of undergraduate 
students who come to Ontario medical schools 


from other parts of Canada and from other coun- 
tries were obtained from the deans of the four 


Ontario medical schools. These apply to the aca- 
demic year 1948-49, and they are summarized in 
Table E34, as follows: 


During the academic year 1948-49, 84.2 
per cent of the students were from Ontario. Only 
12 out of 1,848 (0.7 per cent) were from the U.S., 
but 268 (14.5 per cent) were from other provinces. 
These figures suggest that the loss of medical 
graduates to other provinces may be fairly well 
balanced by students from those provinces. The 
loss to the U.S., however, cannot be attributed to 
repatriation of American students after graduation. 
It is a clear loss of Canadian doctors. 


The deans of the medical schools also 
supplied information on the source of undergraduate 


TABLE E33 


PERCENTAGE DISTRIBUTION OF OUTPUT OF 
EACH ONTARIO MEDICAL SCHOOL, 1935-1948 





Toronto 


Queen's 


Western 


“Sera 


*Includes dead or no address. 
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Other 


* 
Provinces Elsewhere 





TABLE E34 


ORIGIN OF MEDICAL STUDENTS IN ONTARIO UNIVERSITIES DURING ACADEMIC YEAR 1948-49 


OTTAWA QUEEN'S TORONTO WESTERN 
Students From 


Ontario 
Maritime Prov. * 
Quebec 

Prairie Prov, 
British Columbia 
United States 


oe ee. Countries 





TOTAL 


Total ae 100, 0 100, 0 100. 0 100, 0 1, 848 
all sources 


*Including Newfoundland. 


students in each year (Table E35), This would sug- 
gest that the loss of Ontario graduates to other 
provinces will decline in the future, as the number 
of students from these provinces declines. 


The Cost of Medical Education 


Taking the University of Toronto by way 
of example, the annual cost per student to the medi- 
cal school was estimated to be about $ 1, 300 in 1950, 
This represents a 62.5 per cent increase over the 
estimated cost in 1940. If the cost to the university 


of medical research projects is included, and these 
are essentially complementary to medical education, 
the figure would be closer to $1, 400 per student 
per annum. Tuition fees in this school have in- 
creased from $ 300 to $ 450 per year during this 
same 10-year period. 


Estimates on the basis of a national 
average in 1950 show a cost per student in excess 
of $1,600. Tuition fees amount roughly to one 
quarter of the actual cost. The remainder has to be 
made up either from government grant or from 
trust funds. 


TABLE E35 


PERCENTAGE DISTRIBUTION OF MEDICAL STUDENTS BY YEAR OF TRAINING AND SOURCE, 1948-49 


Students From lst Year |2nd Eclat Year|5th Year|6th Sine aera 


Ontario 
Maritime Prov. * 
Quebec 


Prairie Prov. 


}-British Columbia 


United:States 


ee se 05! Countries 


Soo 


*Including Newfoundland. 


255 





Financial Support for Medical Education 


The Survey Committee studied the costs 
of medical education from the standpoint of the 
trainee, the public, and the medical school. The 
report on "Financial Implications of Training Men 
and Women to Undertake Responsibility for National 
Health and Welfare" by Dr. G. E. Hall, president 
of the University of Western Ontario, was consid- 
ered at some length, 


Dr. Hall pointed out in his brief to the 
Department of National Health and Welfare that 
although the university medical schools of Canada 
did stretch their teaching facilities to capacity in 
order to accommodate veterans of the last war, 
they could not have done so without financial assist- 
ance from the Department of Veterans’ Affairs on 
a per student basis, 


Dr. Hall went on to say that although the 
costs of university education, including medical, 
dental, nursing, etc., are lower in Canada than 
in the United States, the need of Canadian univer- 
sities is proportionately greater, since endowment 
funds and gifts by benefactors to universities are 
much less in this country. He said that if univer- 
sities are to discharge their responsibilities in 
training young men and women for the broad fields 
of health and welfare, they need both capital and 
annual maintenance grants, 


The committee is of the opinion that to 
meet the need, special grants to medical schools 
will be necessary in the future to permit the train- 
ing of the required number of qualified physicians. 
This assistance might be in the form of a subsidy 
to the medical school per student. 


The committee also felt that considera- 
tion should be given to the suggestion that govern- 
ments be asked to support medical schools to the 
extent of providing necessary funds to meet capital 
costs involved in providing essential facilities. 


Postgraduate Education 


The Ontario Medical Association in 
collaboration with university medical authorities, 
are extending their efforts to organize and integrate 
specialized courses of instruction in specific and 
general topics for the private practitioner and 
specialist. These courses are meeting with in- 
creasing success and will, as extended, meet specif- 
ic requirements in the continuing education of the 
practising physician. 


The Survey Committee considered the 
facilities and arrangements for postgraduate medical 
education which have been developed, and felt that 
everything possible should be done to maintain and 
extend them, 


There is a strong body of opinion that a 
postgraduate school is needed in Ontario offering 


short courses of instruction to practising physicians, 


256 


and a stimulation of ward rounds in hospitals, even 
to the extent of having visiting physicians from the 
postgraduate school make rounds regularly with the 
local staff. The desirability of such a program is 
recognized by medical teachers, since it would 
round out the present postgraduate educational pro- 
grams of the universities and the Ontario Medical 
Association, 


Reference has been made to specific 
shortages in certain specialist fields, The com- 
mittee feels that this need may reflect not only the 
wartime decline in teaching, but the prevailing low 
remuneration of certain of these groups, particularly 
psychiatrists, 


Government assistance to medical schools 
will not alone solve this problem. In the specific 
cases cited it is more especially a matter of more 
adequate remuneration following training. 


Association of Physicians with Hospitals 


As of December 31, 1948, there were 
4,595 physicians in active practice in Ontario, This 
is a ratio of one doctor to 926 persons. Of this num- 
ber, 3,709 were in private practice either as general 
practitioners or as specialists, 


In considering the hospital affiliations of 
these physicians, the appointments can be divided 
into two groups--those with regular staff appoint- 
ments under which the physician has the opportunity 
to work under supervision in the out-patient de- 
partment and wards of hospitals; and the private 
patient privilege, which affords the physician an 
opportunity to treat his own private patients in the 
hospital. 


In New York City it was found that of the 
total number of physicians in the city, approximately 
15,000 were engaged in the practice of medicine*. 
Approximately 2,700 practising physicians had no 
hospital connection of any type, and upwards of 4,000 
practising physicians had no chance to work under 
guidance or instruction in either wards or out-patient 
departments, This meant that a large segment of 
the population was relying on 2, 700 physicians with 
"no hospital affiliation of any sort, nor any apparent 
opportunity to further their medical education". It 
is estimated that the number of individuals thus 
affected would exceed 1, 000, 000. 


A review of the schedules of information 
obtained by the Survey Committee from every public 
general hospital in Ontario was made, and it was 
found that 1, 821 physicians in general practice were 
listed as having a hospital appointment of some sort. 
This is 78. 4 per cent of the total number of general 
practitioners recorded in the survey. Similarly, 
it was found that there were 1, 656 specialists in 
private practice with a hospital appointment. This 


*Hospital Council of Greater New York, 
Eleventh Annual Report, 1948-49. 


is equivalent to 76.2 per cent of the number of 
specialists in private practice tabulated in the 
survey. These figures suggest that there area 
large number of physicians with no hospital con- 
nection of any sort, 


Since the out-patient departments and 
public wards of the public general hospital are 
considered the best places for furthering a physi- 
cian's education, a careful review of the ratio of 
staff appointments to beds in various hospitals 
should be made with a view to creating additional 
appointments to provide further educational op- 
portunities for physicians who now have no hospital 
affiliation. 


Hospital Development in Relation to Physician's 


Location 


Many factors influence the distribution 
and movement of physicians. Physicians are at- 
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tracted within any area to those centres of population 
which are generously supplied with hospital facil- 
ities, Studies in the United States have shown that 
hospital facilities serve not only to attract, but to 
retain physicians, 


The committee accepted as a working 
principle that a hospital or related facilities of 
some sort should be available to every physician. 
For rural areas these facilities might consist of 
a small hospital or health centre within the im- 
mediate locality but functionally tied to hospital 
centres at district or regional levels, 


Physicians in all location should have 
access, directly or indirectly, to the physical fa- 
cilities of a complete hospital system, They should 
be able to enjoy the advantages of consultation with 
other physicians, either through arrangements for 
conferences at the local hospital or through contacts 
with specialists at the main hospital centres, 


CHAPTER VII 
ESTIMATES OF FUTURE NEEDS AND SUPPLY OF PHYSICIANS 


It is difficult to forecast the demand for 
physicians because it is impossible to estimate in 
advance the progress which will continue to take 
place in the practice of medicine. One thing is 
clear--Ontario now occupies a relatively favorable 
position in medical manpower. Certainly there is no 
evidence of any serious difficiency now exceptin 
certain special fields. It is, however, true that 
overall population-physician ratios are not adequate 
measures of the demand or supply of physicians. 
A satisfactory assessment requires close study of 
local needs and to this fact attention has been direct- 
ed elsewhere in the report. 


Estimates of Future Medical Manpower Needs 


An estimate was made of the require- 
ments of the province for physicians in 1951 and 
1961, based on the population-physician ratios found 
by the Survey and the estimated population for 1951 
and 1961 (Table E36). 


The need for physicians depends to a 
large degree on the growth of Ontario's population 
and the expansion of health services in the province, 
The anticipated growth in population alone will 
create a new demand for medical service. Other 
needs now evident are those in specific specialty 
fields to which attention has also been directed. 
Expanding needs in public health and in industrial 
medicine are important considerations. 


When the figures in Table E34 are com- 
pared with the estimates which follow the medical 
manpower position appears to worsen by 1951 but 
to improve slightly by 1961. If in the future a 
greater proportion of Ontario's graduates remain 
in Ontario, the position will be improved. 


In the event of a war emergency the need 
for physicians would be sharply increased due to the 
demand for medical officers by the armed forces, 
In World War II the overall ratio of medical officers 
to personnel was in the range 3.5 to 4.5 per 1, 000, 
or one medical officer for every 250 to 300 men. 
The withdrawal of doctors on this basis to serve 
any sizable force would quickly aggravate any pre- 
sent shortages. 


Medical manpower needs should be re- 
viewed periodically to provide a running assess- 
ment of requirements and to facilitate medical 
planning. 

Estimates of Future Supply of Physicians 


The future supply of physicians depends 
upon the following factors: 


(a) the output of the four Ontario medical 
schools, 


(b) the intensity of the withdrawal from On- 


TABLE E36 


PHYSICIANS IN ACTIVE CIVILIAN PRACTICE BASED ON CURRENT POPULATION- 
PHYSICIAN RATIOS 1951 AND 1961 


Physicians in Active 
Civilian Practice 
December 31, 1948 


TYPE OF PRACTICE 


General practice 
Specialist private practice 
Hospital 

Public health 

Industrial medicine 
Medical research 

Medical teaching 
Insurance 

Workmen's Compensation Board 
Other government service 
Medical administration 
Other and unspecified 


Physicians Required, 
Based on Survey Rates 


1, 832 

3, 070 
11, 900 
29, 300 
67, 000 
71, 000 
73, 000 
185, 000 
193, 000 
55, 000 
69, 000 
250, 000 





tario of graduates from Ontario medical 
schools. 


(c) The repatriation of foreign-born students 
originally trained in Canada or Ontario. 


(d) the immigration of trained physicians to 
Ontario fromother provincesand countries. 


Some comments on these four factors 
have been made in earlier chapters of this section 
of the Survey report. 


An attempt was made to estimate the 
number of physicians who in 1951 and 1961 will 
be engaged in active civilian practice or who, al- 
though doing administration, research, teaching 
or other work, might be available for practice, 
if required, 


These estimates are useful only asa 
basis for planning if their nature is recognized. 
They are based on specified assumptions, Other 
sets of assumptions might have been chosen and 
illustrations of some alternative possibilities are 
suggested later in this discussion. Three separate 
estimates were prepared, as follows: 


Estimate A 


This estimate was based on the annual num- 
ber of new registrations with the College of Physi- 
cians and Surgeons of Ontario. These were adjusted 
for migration of registrants from Ontario medical 
schools and registrants from outside Ontario, the 
anticipated output from the Ontario medical schools, 
deaths and retirements, 


During the ten year period 1939 to 1948, 
the average annual number of new registrations was 
243, It was assumed that this rate of new registra- 
tions would continue through 1950 and it was esti- 
mated that the average annual number of new regis- 
trations after 1951, including the new Ottawa school, 
would be 284, 


The assumption that the distribution of 
the graduates of the Ottawa medical school will be 


Physicians in Ontario at beginning of period 
Estimated number of new registrants 
Estimated number remaining in Ontario 
Estimated number dying during the interval 


Estimated physicians in Ontario at end of period 


Estimated retired physicians at end of period 
Estimated active physicians at end of period 
Population-physician ratio at end of period 
Estimated physicians in active civilian 
practice at end of period 
Population-physician ratio at end of period 
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Similar to that of the other three schools may tend to 
place the estimates slightly higher than they should 
be since the data on sources of medical students 
suggest that a smaller proportion of the graduates of 
Ottawa medical school is likely to remain in Ontario. 
On the other hand, there is evidence (Table E35) that 
a greater proportion of the graduates of Ontario 
medical schools may, in the future, remain in 
Ontario. 


From an examination of the new regis- 
trations with the College of Physicians and Surgeons 
in 1935, 1939, 1945 and 1948, it was found that 85 
per cent of new registrants were graduates of On- 
tario medical schools and 15 per cent were gradu- 
ates of medical schools outside the province. Of 
the graduates of Ontario medical schools who re- 
gistered in Ontario, 75 per cent were practising 
in Ontario; whole of the graduates of medical schools 
outside Ontario who registered, 62 per cent were 
practising in Ontario. 


On the basis of these data, it was assumed 
that 73 per cent of all new registrants would remain 
in or return to Ontario. 

The average annual number of deaths 
among Ontario physicians was estimated from the 
experience over the period 1934 - 1948 at 85 deaths. 


It was assumed that the proportion of re- 
physicians on December 31, 1948, would remain 
unchanged at 6. 8 per cent. 


Estimate A is thus based on: 


(1) Annual number of new registrations - 
284. 


(2) Registrants remaining Ontario - 73 
per cent. 


(3) Annual number of deaths - 85. 


(4) Physicians retired - 6.8 per cent. 


The calculations are as follows: 


Dec, 31, 1948 
to June 1, 1951 


June 1, 1951 
to June 1, 1961 


Estimate B for every 100 graduates of Ontario medical schools, 
8.9 graduates of other schools enter the province, 
This estimate was based on the stated 


total possible number of graduates from Ontario Estimate B is based on: 

medical schools with an adjustment for emigration 

of Ontario graduates, for immigration of graduates (1) Maximum annual number of graduates 
from schools outside Ontario, and for expected from Ontario medical schools - 300, 


deaths and retirements. 
(2) Graduates of Ontario medical schools 


The stated maximum number of graduates remaining in Ontario - 60,7 per cent. 
based on reports from the four medical schools is 
300. (3) Ratio of graduates from other schools 

to graduates of Ontario schools - 8,9 
During the period 1935 - 1948, 60.7 per cent, 

per cent of the graduating students remained in or 
returned to Ontario. (4) Annual number of deaths - 85. 

On the basis of the study of new regis- (5) Physicians retired - 6.8 per cent. 
trations with the College of Physicians and Surgeons 
in 1935, 1939, 1945 and 1949, it was estimated that The calculations are as follows: 


Dec. 31, 1948 to June 1, 1951 to 
June 1, 1951 June 1, 1961 


Physicians in Ontario at beginning of period 
Estimated number graduating from Ontario schools 
Estimated number remaining in Ontario 
Estimated number dying during the interval 
Estimated number from other schools entering Ontario 
Estimated number in Ontario at end of period 
Estimated retired physicians at end of period 
Estimated active physicians at end of period 
Population-physician ratio at end of period 
Estimated physicians in active civilian practice 

at end of period 
Population-physician ratio at end of period 





Estimate C from 1935 - 1948 was 88 per cent of the possible 
ST ee output (250). On this basis, the expected annual 
output, including the new school at Ottawa, is 264 
graduates. 


This is similar to Estimate B except that 
it is based on the actual average annual number of 
graduates of Ontario medical schools with an adjust- 
ment for the expected output of the new medical 
school at Ottawa, for immigration of graduates of 
schools outside Ontario, deaths and retirements, 


The basic assumptions in Estimate C are: 


(1) Annual number of graduates from 
The average annual output of graduates Ontario medical schools - 264, 


Dec, 31, 1948 to June 1, 1951 to 
June 1, 1951 June 1, 1961 


5, 672 



















Physicians in Ontario at beginning of period 
Estimated number graduating 
Estimated number remaining in Ontario 
Estimated number who died during the interval 
Estimated number from other schools entering Ontario 
Estimated physicians in Ontario at end of period 
Estimated retired physicians at end of period 
Estimated active physicians at end of period 
Population-physician ratio at end of period 
Estimated physicians in active civilian practice 

at end of period 
Population-physician ratio at end of period 
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TABLE E37 


SUMMARY OF ESTIMATES OF SUPPLY OF PHYSICIANS WITH COMPARATIVE CENSUS AND 
SURVEY FIGURES 






Number 


Source of 
-| YEAR Data 






















Estimate A 

Estimate B1 
Estimate B2 
Estimate B3 
Estimate B4 
Estimate C1 
Estimate C2 
Estimate C3 
Estimate Cz 
Estimate A 
Estimate B1 
Estimate B2 
Estimate B3 
Estimate B4 
Estimate C1 
Estimate C2 
Estimate C3 
Estimate C4 





1951 


1961 








‘ “ey Physicians in Active 
Active Ph 
ive Physicians Civilian Practice 


Population- 
Physician Ratio 


1941 1941 Census 4,698 


Population- 
Physician Ratio 


* Estimated from the proportion of all active physicians who were in active civilian practice on Decem- 
ber 31, 1948. 


(2) Ontario graduates remaining in On- 
tario - 60.7 per cent. 


(3) Ratio of graduates from other schools 
to graduates of Ontario schools - 8,9 
per cent, 


(4) Annual number of deaths - 85. 


(5) Physicians retired - 6.8 per cent. 


The calculations are at the bottom of 
the preceding page. 


Some Alternative Estimates 


Estimates B and C are based upon the 
assumption that the same proportion of the graduates 
of Ontario medical schools will remain in Ontario 
as in the past. There is some evidence that this 
proportion may increase, If we assume that 70 per 
cent, 80 per cent or 90 per cent of the graduates of 
Ontario medical schools remain in Ontario instead 
of 60 per cent, the estimated number of active physi- 
cians in 1951 and in 1961 would be much greater than 
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in Estimates Bor C, Estimates on this basis are 
incorporated in a summary of estimates in Table E37, 
The number 1, 2, 3, 4, after the letters B and C 
signify the proportion (60.7, 70, 80, and 90 per cent 
respectively) of graduates of Ontario medical schools 
assumed to remain in Ontario. 


These estimates assume that the in- 
crease in the number of Ontario graduates who 
remain in Ontario will not affect the number of 
physicians who enter Ontario from other provinces 
and from foreign countries, though it is to be ex- 
pected that it would, They also assume that the 
proportion of retired physicians will remain at 
6.8 per cent, which is very unlikely. 


These estimates show that a great change 
in the medical manpower position in Ontario could 
be effected if a greater proportion of the output of 
Ontario's medical schools were retained in Ontario. 


None of these estimates is more than a 
prediction as to what we might expect on certain 
specific assumptions. 
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PROVISION OF NURSING CARE 
SUMMARY 


There were 18, 100 graduate nurses 
registered with the Division of Nurses Registration, 
Ontario Department of Health, at Dec. 31, 1948, 
the basic date of this survey. This, however, did 
not represent the number of nurses available for 
duty in Ontario because it included several hundred 
nonresidents of the province and an even larger 
number no longer active in the practice of their 
profession, 


Before any adequate appreciation of the 
supply of nurses in Ontario can be formed, a detailed 
study has to be made along the lines indicated in 
Table F1. This was done by the Survey Committee 
for the year 1949 because such occupational data 
were not obtainable for previous years. The total 
number of nurses who registered in Ontario in 1949 
was 19,875. Table F1 shows details on 17, 088 of 
these-- 10,479 employed full time in the nursing 
field, 786 part time, and 5,823 not employed in 
nursing proper. Of the 19, 875 registered in Ontario, 
2,475 were not resident in the province. 


One estimate of the shortage of nurses, 
as of Dec. 31, 1948, in the institutional field alone, 
places it close to 3,400. Indications are that this 
may be expected to increase as more hospital beds 
are added to the province's complement, unless steps 
are taken to attract more young women to the profess- 
ion. 


Table F12 demonstrates another factor 
affecting the supply of nurses between the years 
1950 and 1958--a notable reduction in the number 
of girls entering their 19th year, the average age 
at which the majority begin the study of nursing. 
During this eight-year period, there will be fewer 
girls in this age group than has been the case in 
more than two decades, This can undoubtedly be 
attributed to the major financial depression of the 
1930's which, in Ontario, as elsewhere, greatly 
restricted the number of marriages and births a 
generation ago. Nurses themselves believe that an 
improvement in the living accommodation and teaching 
facilities of both hospital and university schools of 
nursing will help to attract substantially greater 
numbers of students, 


The greatest single cause of graduates’ 
leaving the practice of nursing is marriage, Table 
F4 shows that of 5, 162 who reported to be employed 
full time in fields other than nursing, 86.5 per cent 
listed their occupation as housewife, The remaining 
696 were employed in industry, business, teaching, 
etc. 


More than 90 per cent of the nurses gradu- 
ating in Ontario in 1949 were educated in the 53 
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schools operated by public general hospitals; and yet 
these hospitals, supplying graduates to some 30 
institutions other than general hospitals, to industry, 

public health and private nursing, have not received 
sufficient financial assistance in building and main- 
taining badly needed residences and classrooms, 

Patient care by student nurses, under supervision, 

in some measure compensates hospitals for the 
day-to-day expense of providing room, board and 
instruction; but the hospitals are unable to offer 
their students as effective instruction and as com- 
fortable accommodation as they should like to pro- 
vide. Few hospitals feel able to make sufficient 
provision for student recreation, and most students 
receive little or no financial return for the respon- 
sibilities of patient care entrusted to them, 


Improvements in the nursing education 
program are recommended in this section of the 
Survey report, with particular emphasis upon gov- 
ernment-financed expansion and modernization of 
hospital school accommodation, increases in the 
salaries of paid nursing teachers, and the provision 
of bursaries to assist promising students who would 
not otherwise be able to undertake the nursing course. 
Another major recommendation involves reorgani- 
zation of the hospital school curriculum in such a 
way as to concentrate formal instruction in the first 
two years and provision of a third year of super- 
vised internship with pay. These are gone into in - 
detail in Chapter II. 


A factor which aggravates the funda- 
mental shortage of graduate nurses is the employ- 
ment of fully qualified personnel on tasks which do 
not require skill beyond the reach of nonprofessional 
trained nursing assistants. One way to increase the 
effectiveness of the professional nursing staff is to 
increase the numbers and qualifications of certified 
nursing assistants, both male and female, The 
Survey Committee recommends expansion of existing 
programs for training such assistants. 


Principal emphasis in this section of the 
Survey report is upon education in nursing, because 
this appears to hold the key to both the quality and 
quantity of future nursing personne]. Hospital and ° 
university schools have contributed more to the health 
of Ontario people than is sometimes realized. The 
professional nurse--and the certified nursing assis- 
tant, to an increasing degree-+is an important mem- 
ber of the health team. Without an adequate staff 
of well trained and conscientious nurses, no hospital, 
however well built and equipped, can be more than 
idle bricks and mortar, The need today is to main- 
tain the high standard set for nurses graduating from 
Ontario schools and, at the same time, to increase 
their numbers substantially. 


PROVISION OF NURSING CARE 
RECOMMENDATIONS 


It is recommended that, - 


1 - Capital grants be made available to hos- 
pitals for the construction of approved 
schools of nursing to enable them to es- 
tablish, replace, enlarge, or modernize 
nurses’ residences and classrooms, and 
that operating grants be made available 
for the maintenance thereof. (Chapter II 
of this Section, and Chapter IV, Section 
A, Vol. I, Report of the Ontario Health 
Survey Committee). 


2 - Additional capital and operating grants be 
made available to the university schools 
of nursing for the extension of both under- 
graduate and graduate work (Chapter II). 


3 - Additional bursaries be made available to 
eligible students in hospital and university 
schools of nursing (Chapter II). 


4 - A change in the curriculum of hospital 
schools of nursing be initiated within the 
three-year framework by covering the 
basic course of instruction in two con- 
secutive years and requiring a third year 
of nursing in the hospital under supervision 
and with nominal salary, the final pro- 
vincial registration examination to be writ- 
ten at the end of the second year (Chapter I). 


5 - Instructors in schools of nursing have at 
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least one full year of bedside nursing ex- 
perience, including nursing in the home 
(Chapter II). 


6 - Schools of nursing arrange for additional 
teaching in psychiatry, public health, and 
home nursing (Chapter I). 


7 - Special postgraduate courses be added by 
university schools of nursing to provide 
instruction in paediatrics, psychiatry, neuro- 
Surgery, and communicable diseases 
(Chapter II). 


8 - Local health departments use as a guide 
the standard of one public health nurse 
for every 4,000 persons where service 
does not include bedside care; one nurse 
for every 2,500 persons where beside care 
is included; and at least one supervisor for 
every eight members of the public health 
nursing staff (Chapter V). 


9 - The present program for training certi- 
fied nursing assistants be expanded, with 
the location of training centres on a re- 
gional basis (Chapter II). 


10 - A curriculum be prepared and a training 
course set up for male nursing assistants, 
and that provision be made for their certi- 
fication (Chapter I). : 


CHAPTER I 
INVENTORY OF REGISTERED NURSES IN ONTARIO 


Table F1 shows the place of residence 
of all 19, 875 graduate nurses who registered with 
the Division of Nurses Registration, Ontario Depart- 
ment of Health, in 1949. More than half (53. 1) per 
cent) of the 2,475 registrants who were not residents 
of Ontario at that time gave a United States address. 
Among the other provinces, Quebec had the greatest 
number of Ontario nurses (353), followed by British 
Columbia (290). There were 24 in Great Britain 
and 47 in all other countries. 


This same table (F1) indicates that there 
were only 22 graduate male nurses in Ontario, and 
only 17 of them were working full time at nursing, 
It is known, too, that 9,243 women graduates were 
employed full time in their profession and 720 were 
employed parttime. This leaves 5, 159 who definitely 
stated that they were not employed in the nursing 
field, and a further 2, 256 who failed to indicate what 
they were doing. Some of the latter may be found 
engaged in nursing full or part time. 


The difficulty in getting accurate and 
complete data on nursing employment made it neces- 
sary to be satisfied with occupational details on 87 
per cent of those resident in Ontario and 79.5 per 
cent of those resident elsewhere. Such information 
was not sought by the Nurses Registration Division 
prior to 1948, at which time a questionnaire was 
added to the renewal application form to be used the 
following year, Of the 17, 400 graduate nurses re- 
gistered in Ontario and resident in the province, 
2,256 failed to answer the questions asked on this 
form and on a subsequent follow-up postcard. No 
postcard was sent to the 531 nonresidents who re- 
gistered in Ontario and failed to supply personal back- 
ground on their renewal application. 


Table F2 pursues the study of the 15, 144 
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registered nurses who reported their occupations in 
Ontario, providing a breakdown of their numbers 
by county. The same county breakdownis offeredin 
Table F3, showing the type of nursing done by 9, 145 
of the 9, 260 employed full time in the practice of 
their profession in the province, 


Table F4 and F5 provide an analysis of 
those Ontario-resident registered nurses engaged 
full and part time in fields other than nursing. It is 
clear from those two tables that marriage is by far 
the biggest single competitor the profession has 
for the services of its graduates. Of the 5, 162 
Ontario-resident registered nurses employed full 
time in fields other than nursing, 86.5 per cent 
gave their occupation as housewife; and of 722 em- 
ployed part time outside nursing, 75.9 per cent 
said they were housewives part time. 


Tables F6 and F7 constitute an attempt 
to analyse the province's active professional nursing 
force of 9, 260 in terms of age, field of nursing and 
marital status. As explained in footnotes to the 
tables, there was no record kept of registered nurses’ 
ages; therefore the age column has to be an ap- 
proximation only. It is based upon the year of initial 
registration and upon the assumption that the aver- 
age age of graduation is 22 years. This should be 
reasonably accurate so far as nurses registered 
later than 1930 are concerned; but in the eight years 
prior to this, and immediately following the passing 
of the Nurses’ Registration Act in 1922, initial re- 
gistrations came from nurses of all ages, 


It is interesting to note from Table F7 
how rapidly the number of single nurses declines 
between the ages of 22 and29. Beyond age 30, the 


number of single nurses remains fairly constant. 
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TABLE F2 


NUMBER OF REGISTERED NURSES RESIDENT IN EACH COUNTY OF ONTARIO BY SEX AND 
TYPE OF EMPLOYMENT* 


TYPE OF EMPLOYMENT 


Reported Employed Reported Not Reported Employed 
Full Time in Employed in Part Time in 
Nursing Nursing Nursing 


= 1 - 6 - 
























RESIDENCE-COUNTY TOTAL 





Addington 
Algoma 
Brant 
Bruce 
Carleton 
Cochrane 
Dufferin 
Dundas 
Durham 
Elgin 

Essex 
Frontenac 
Glengarry 
Grenville 
Grey 
Halimand 
Haliburton 
Halton 
Hastings 
Huron 
Kenora & Patricia 
Kent 
Lambton 
Lanark 
Leeds 
Lennox 
Lincoln 
Manitoulin 
Middlesex 
Muskoka 
Nipissing 
Norfolk 
Northumberland 
Ontario 
Oxford 
Parry Sound 
Peel 

Perth 
Peterborough 
Prescott 
Prince Edward 
Rainy River 
Renfrew 
Russell 
Simcoe 
Stormont 
Sudbury 
Thunder Bay 


1 
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— 


i) 
AMAwOnan- IO °C ! 
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mw hd CO © 
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*This table does not include the 2,475 nurses registered in Ontario but not resident in the province 
in 1949, nor does it include the 2, 256 resident registered nurses who fail to supply occupational details. 


pee is the first year in which provision was made on renewal application forms for the inclusion of 
such data. 
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TABLE F2 (Cont'd) 
NUMBER OF REGISTERED NURSES RESIDENT IN EACH COUNTY OF ONTARIO BY SEX AND 
TYPE OF EMPLOYMENT* 


TYPE OF EMPLOYMENT 


Reported Employed Reported Not Reported Employed 
RESIDENCE-COUNTY Full Time in Employed in Part Time in 
Nursing Nursing Nursing 


Timiskaming 59 - 50 115 


Victoria 29 70 


Waterloo 1 152 443 
Welland 169 401 
Wellington 102 277 
Wentworth 305 955 
York 4, 287 
Not Stated 4 10 





*This table does not include the 2,475 nurses registered in Ontario but not resident in the province 
in 1949, nor does it include the 2, 256 resident registered nurses who fail to supply occupational details. 
This was the first year in which provision was made on renewal application forms for the inclusion of 
such data. 
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TABLE F6 
NUMBER OF REGISTERED NURSES RESIDENT IN ONTARIO 
REPORTEC EMPLOYED FULL TIME IN SELECTED FIELDS OF NURSING, BY AGE, 1949 
YEAR OF 


INITIAL AGE* ' 
REGISTRA- |EQUIVALENT Hospital Private Public Industry Doctor" Ss Not 
TION or School Duty Health Office Stated 
43 9 21 30 











*Owing to the absence of records showing nurses" ages at the time of their initial registration, it had 
to be assumed that their average age then was 22 years. This is reasonable except in the case of 
those registering within the first eight years after registration machinery was set up in 1922. Be- 
tween 1923 and 1931 the records were left open to register graduate nurses of all ages in practice 
beforethat time. Age groups in this table above 40 years are therefore only approximate, 
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TABLE F7 


NUMBER OF REGISTERED NURSES RESIDENT IN ONTARIO . 
REPORTED EMPLOYED FULL TIME IN NURSING FIELD, BY AGE AND MARITAL STATUS 


YEAR OF oe MARITAL STATUS 


in TOTAL 


—_ 





*Owing to the absence of records showing nurses' ages at the time of their initial registration, it had 
to be assumed that their average age then was 22 years. This is reasonable except in the case of 
those registering within the first eight years after registration machinery was set up in 1922. Be- 
tween 1923 and 1931 the records were left open to register graduate nurses of all ages in practice 
before that time. Age groups in this table above 40 years are therefore only approximate. 
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CHAPTER II 
EDUCATION IN NURSING 


The three chapters which follow--Institu- 
tional, Private Practice, and Public Health Nursing-- 
are Substantially in agreement on the basic needs of the 
nursing service in Ontario, and on the most effective 
means of attracting greater numbers of students, 
training them, and keeping them active in the nursing 
profession. 


Since 53 of the province's 63 schools of 
nursing are owned and operated by public general 
hospitals, and since these, plus the six schools in 
Ontario Mental Hospitals, produced 97.7 per cent 
of graduate nurses in 1948, this is the most important 
type of school under consideration. The nursing pro- 
fession generally seems in agreement that these 
schools are handicapped by inadequate financing, 
too little and uncomfortable residence accommodation, 
overworked staff, and a necessity on the part of 
hospitals to require too high a proportion of students’ 
time on ward duties. 


History of Nursing Education in Ontario 


Following the establishment of Ontario's 
first training school at St. Catharines in 1873, the 
growth of training centres was rapid. This was clearly 
because hospitals were quick to see the need for 
schools and the advantages, financial and otherwise, 
in setting up a school to maintain their nursing service. 
These early schools played a valuable and indispens- 
able part in community welfare, but the value of the 
small school as an educational institution was limited 
by a lack of variety in types of patient and insufficient 
graduate staff to teach and supervise. 


Until 1922 there was neither inspection nor 
control in the institutions which initiated the appren- 
. ticeship type of training. At that time the Nurses 
Registration Act came into effect in Ontario. An initial 
Survey of training centres was then made to standardize 
the training and correct the many abuses which the 
nurse in training had suffered. 


This first survey in 1922 revealed that 19 
per cent of hospital training schools were being oper- 
ated with only one graduate nurse, who acted as 
business head, supervised operating rooms, laundry, 
and housekeeping in addition to being the instructor. 
Twenty-nine per cent of the training schools were in 
hospitals of fewer than 25 beds. 


Nurses in training had no health supervision. 
Incidence of tuberculosis was high, for housing was 
bad, and there was no control of hours of duty. The 
criterion of a good nurse was the number of hours she 
could work at one time without resting. Planned 
courses of instruction were not possible, for the busy 


country doctor had little time to give to teaching. 
Because the type of nursing was chiefly surgical, an 
affiliation with other hospitals became essential to 
round out the nurse's experience. Such affiliations 
were not sought, and when attempted, became a 
burden. The young nurse in training was frequently 
sent to country homes to nurse on 24-hour duty, 
and revenue from this service was paid directly into 
hospital funds. 


From 1910 to 1920 there was a move to 
donate large Victorian dwellings in various commun- 
ities for use as hospitals. Even as a gift, some of the 
buildings became a burden in the course of time. 
There was a lack of fire protection and elevators, 
and unkeep was expensive. Nurses and domestic 
help were in many cases tucked away in attics and 
their comfort and welfare neglected. The super- 
intendent frequently had her bed-sitting room for 
an office. 


When a minimum staff of three graduate 
nurses became a requirement in 1924, many boards 
of trustees stated that they could not afford more than 
One graduate nurse. 


In 1931 a survey conducted by the Canadian 
Nurses’ Association brought about an attempt to 


classify hospitals with training schools. They were 
grouped as follows: 

Approved ...... aifh fn le ap Ream ciaa pate aide Cokie 33 

Approval withheld for further reports. 19 

Not approved tec ck salt tiniids auslsiaiae » 29 

17 


Recommended to discontinue......... 


Since 1931 the number of schools of nursing 
in public general hospitals has declined from 98 to 53, 
a radical drop closely related to the difficulty of keep- 
ing school standards up to provincial requirements. 


Shortage of candidates for training has also 
contributed to the closing of many of the smaller, less 
attractive schools; and this has not been altogether a 
bad thing, as their teaching capacities are limited by 
the smaller variety of cases treated. Since 1931 there 
has been a notable preference on the part of candidates 
for approved hospital schools. 


Following the declaration of World War II, 
hospital superintendents were asked to further increase 
the enrollment of students in order that the hospitals 
would not face a shortage in the event of national 
demands. 


In 1943, due to certain changes in the 
secondary school curriculum, it was necessary to 
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TABLE F8 


SUMMARY OF ENROLLMENT IN ONTARIO SCHOOLS OF NURSING 
(December 31, 1948) 


No. of No. of Percentage of 
Schools Operating Authority Students Graduates, 1948 


Boards of Trustees of Public 
General Hospitals 


Ontario Department of Health 
in Ontario Mental Hospitals 


Universities 7 Hee 


Canadian Nurses' Association (Demonstration 

financed by Canadian Red Cross School at 

Society Windsor opened 
Jan. 19, 1948) 





TABLE F9 


CONCENTRATION OF NURSING STUDENTS BY HOSPITAL SIZE, 1948 


Percentage of Total 
Student Enrollment 






Number of Beds 










More than 200 






151 to 200 


101 to 150 







51 to 100 






Fewer than 50 






Ontario Mental Hospitals 
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revise the regulations for admission to training 
schools. Accordingly, the requirements became: 


1. The age of the student to be not less 
than 18 years on admission. 


2. The secondary school graduation 
diploma, or its equivalent, in place of the three years 
of high school formerly required. 


These changes were in keeping with those 
of other countries and provinces, and with university 
admission requirements. 


Student Nurse Residence Accommodation 


At no time in the history of this province's 
schools of nursing has residence accommodation been 
adequate. There was a spurt of activity in the late 
1920's, andsome new houses were built, others im- 
prove; but residence construction has failed to keep 
pace with the rate of increase of hospital beds and the 
increasing numbers of patients. In 1946, major 
schools of nursing reported that their enrollment was 
limited by lack of student residences. 


In the five years prior to 1948, five re- 
Sidences have been built and four additions to ex- 
isting buildings have been made. A number of centres 
have increased their accommodation through the 
appropriation of large houses or buildings formerly 
used for military purposes. Even so, in 1948 there 
were 34 dormitories, with the number of beds in each 
ranging from three to 17, and many double-decker 
beds. 


As reported on page 48 of the Hospital 
Facilities and Services section of this Survey (Volume 
I), hospital administrators said that nurse residence 
accommodation was inadequate in 66 out of 125 hos- 
pitals; and student accommodation was regarded as 
inadequate in 26 out of 53 hospital schools of nursing. 


Dining room accommodation in many hos- 
pitals is limited and unattractive. About two-thirds 
of the dining rooms are located in basements of hos- 
pitals in proximity to the kitchens or furnace rooms. 


Classrooms 


Teaching facilities in schools of nursing 
are seriously inadequate, and only 17 teaching units 
can be classified as acceptable. It is not uncommon 
to find the same classroom space being used for 
schools which have doubled their enrollment. Nearly 
three quarters of the classroom accommodation is 
located in the basements of residences, and little pro- 
vision is made for laboratory study. Only 23 per cent 
of the teaching units have a dietetic laboratory, and 
34 per cent have badly equipped laboratories. There 
are few good libraries. Office accommodation for in- 
structors is poor. In approximately 15 per cent of 
the schools the instructor has no office at all. There 
is little evidence of planning for suitable classrooms 
except in newly built residences. 


Organization and Conduct of Schools 


In the majority of schools today the director 
of nursing fulfils the dual role of director of nursing 
service and school principal. Because the position is 
untenable, there is a trend to appoint associate direc- 
tors, one responsible for nursing education and another 
for nursing service. 


Hospitals now recognize the need for a 
separate financial statement for schools of nursing, and 
a few institutions are making an analysis of the cost of 
maintaining their schools. A complete study, however, 
will be impossible until research is done on the amount 
of service provided to hospitals by student nurses and 
the amount of instruction given by hospital nursing 
staffs to the school. In the early days of training 
Schools, it was the custom to give students a small 
allowance of money to cover incidental expenses. 
This practice is still in effect today in most hospital 
schools in Ontario. 


It has been pointed out that adequate 
Supervision and instruction of students has been lacking 
Since pioneer days. It is not uncommon today to find 
one supervisor or head nurse employed on a ward to 
cover a 24-hour period. This means that for two 
thirds of the time, with the exception of an occasional 
visit of another supervisor, students are working 
without sufficient supervision. Particularly is this the 
case on night duty. The provision of supervisors with 
Special training for all major departments of hospitals 
is a goal in institutions today. 


Hours of Duty 


Through the years there has been continual 
emphasis on the reduction of hours of duty for nurses. 
In 1938 the Minister of Health for Ontario made a 
plea for better control of hours of duty. At that time, 
50 per cent of the schools were exceeding the pro- 
vincial requirement of 58 hours of duty each week for 
students. The year 1943 marked the beginning of the 
eight-hour day. Now, the range of reported day duty 
is from 44 to 57 hours per week, and night duty from 
44 to 625 hours, although classroom instruction may 
or may not be included in the hours stated above. The 
majority of schools provide for three weeks' vacation 
annually. Twenty-eight schools arrange an allowance 
of time for illness varying from seven to 21 days ina 
three-year period. 


Health Program 


The health program for students has deve- 
loped satisfactorily. The withdrawal rate for students 
for reasons of health is estimated to be around two per 
cent. There is an increasing realization of the pre- 
ventive work that should be done among student nurses, 
as well as a careful selection of students and a com- 
prehensive health service. 


Supervision of Schools 


Inspection of schools of nursing is a res- 
ponsibility of the Ontario Department of Health. The 
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TABLE F10 


ENROLLMENT IN SCHOOLS OF NURSING AT DECEMBER 31, 1948 


Size of 
Hospital Location 


Toronto 
Hamilton 
Toronto 
Ottawa 
Toronto 
London 
Toronto 
Kingston 
Hamilton 
Toronto 
Toronto 
Kingston 
London 
Brantford 
Windsor 
Fort William 


151 to Port Arthur 

200 beds Kitchener 
Port Arthur 
Windsor 
Oshawa 
Sudbury 
St. Catharines 
Chatham 


Over 
200 beds 


101 to Toronto 

150 beds Cornwall 
Niagara Falls 
Belleville 
Peterborough 
Windsor 
Brockville 
North Bay 
Kitchener 
Sarnia 
Chatham 
Stratford 

51 to Sault Ste. Marie 

100 beds Timmins 
St. Thomas 
Guelph 
Pembroke 
Guelph 
Owen Sound 
Peterborough 
Woodstock 
Orillia 
Cornwall 
Renfrew 


ed 
Hospital hai ea 
General Hosp. (incl. Wellesley) 
General Hospital 
St. Michael's Hospital 
Civic Hospital 
Western Hospital 
Victoria Hospital 
Hospital for Sick Children 
General Hospital 
St. Joseph's Hospital 
St. Joseph's Hospital 
East General and Orthopaedic 
Hotel Dieu Hospital 
St. Joseph's Hospital 
General Hospital 
Hotel Dieu Hospital 
McKellar General Hospital 


St. Joseph's Hospital 
Kitchener & Waterloo Hospital 
General Hospital 

Salvation Army Grace Hospital 
General Hospital 

St. Joseph's Hospital 

General Hospital 

General Hospital 


Women's College Hospital 
Hotel Dieu Hospital 
General Hospital 
General Hospital 
Civic Hospital 
Metropolitan Hospital 
General Hospital 

St. Joseph's Hospital 
St. Mary's Hospital 
General Hospital 

St. Joseph's Hospital 
General Hospital 


General Hospital 

St. Mary's Hospital 
Memorial Hospital 
General Hospital 
General Hospital 

St. Joseph's Hospital 
General Hospital 

St. Joseph's Hospital 
General Hospital 
Soldiers' Memorial Hospital 
General Hospital 
Victoria Hospital 


280 


No. of 
Students 





TABLE F10 (Cont'd) 


ENROLLMENT IN SCHOOLS OF NURSING AT DECEMBER 31, 1948 









Size of 
Hospital 













51 to Galt 

100 beds Collingwood 

(cont'd) Barrie 
Lindsay 





Ontario Hospitals (mental) 





Hamilton 
Kingston 
London 


Whitby 

















University London 







Schools of Kingston 
Nursing Toronto 
Hamilton 


Ottawa 






University schools 


schools have brought about a gradual improvement in 
hours of duty, health services, maintenance of mini- 
mum requirements, and the development of teaching 
responsibilities of the nursing staff. 


| Registration examinations have done much 
to standardize courses and raise the level of in- 
struction. 


The "Curriculum and Information for 
Schools of Nursing in Ontario", issued by the Nurses 
Registration Division of Ontario in 1949, is intended 
to provide added stimulus toward the improvement of 
courses of study. The outline is brief, and provision 
is made for flexibility in the program of each school. 
The requirements are minimal, for the express pur- 
pose of encouraging initiative and originality in the 
individual school. 
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General Hospital 
General and Marine Hospital 
Royal Victoria Hospital 
Ross Memorial Hospital 


Brockville 


New Toronto 


University of Western Ontario 
Queen's University 
University of Toronto 
McMaster University 
University of Ottawa 


SUMMARY 


General hospital schools 
Ontario (mental) hospital schools 


Total number of students enrolled 


Bed No. of 
Capacity Students 
67 19 




















102 













4, 902 


To meet the provisions of the new curric- 
ulum, there arerequirementsfor paediatric and psy- 


chiatric nursing experience. Paediatric nursing will 
be required for student nurses who enter schools of 
nursing after August 31, 1950, and psychiatric nursing 
will be required after August 31, 1951. 


The situation with respect of affiliations in 
hospitals at present is as follows: 


Psychiatric Affiliation 


Schools in which all students have experience. 14 
Schools in which a selected number of students 

have experience. ........cceececccceeceees pany 
Schools in which no students have experience . 14 


Paediatric Affiliation 


Of the 63 Ontario schools of nursing, 
41 have an affiliation in paediatric nursing. These 
affiliations are with hospitals in Toronto, Montreal, 
Detroit, Winnipeg, Ottawa and Hamilton. Nine schools 
of nursing have adequate clinical material in their 
own institutions, and 13 require further extension of 
the clinical programs. 


Other Affiliation 


Although a period of observation with the 
community agencies is not a provincial requirement, 
the program is developed as far as the agencies can 
accommodate students. The majority of schools 
provide for two to four days of observation with the 
Victorian Order of Nurses and public health agencies. 


Four tuberculosis sanatoria offer courses 
of two to nine weeks in schools of nursing. At present 
only a small number of students from schools have had 
experience in tuberculosis nursing. The affiliation is 
limited to students who have a positive tuberculin 
reaction. 


For a few schools who have limited clinical 
experience in the basic services of medicine and 
surgery, an affiliation has been arranged in order 
to meet provincial requirements. 


Instructional Staff 


Qualified instructors were available for 
the training schools for the first time in the early 
1920's when postgraduate courses in teaching and 
supervision were established in universities. By 
1944, the schools had one full-time instructor. In 
1946, it was reported that two-thirds of the schools 
were conducting programs with no more than one or 
two classroom instructors. At that time a ratio of 
one classroom instructor to 46 students existed. In 
one situation, one instructor was employed to teach 
14 courses and assist with the administrative duties 
of the hospital. There was no time to prepare lectures 
and mark examination papers. In December, 1948, 
a slight increase in the teaching staff was reported. 
The 108 instructors employed brought the ratio to 
one for every 41 students. 


There has been an increasing number of 
instructors employed to teach onthe hospital wards. 
In December, 1948, there were 77. 


Taking into consideration all the instruc- 
tional staff--classroom and ward--the ratio of in- 
structors to students is now approximately one to 21. 


Schools of Nursing Conducted by Special Hospitals 


In order that the special hospital schools 
of nursing may meet requirements for registration, 
an affiliation in other types of hospital has been ar- 
ranged. 

The Sick Children's Hospital has an af- 
filiation of six months in a general hospital in the 
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nursing of adults, and three months in psychiatric 
nursing in an Ontario mental hospital. 


The Ontario Mental Hospital Schools provide 
for 15 months! affiliation--12 months in a general 
hospital and three months in a children's hospital. 


The enrollment of students in the Ontario 
Mental Hospitals has gradually decreased. This is 
due largely to the fact that student nurses select et 
more general type of basic training. 


Male student nurses are admitted to classes 
in one Ontario Mental Hospital. The number of male 
Students enrolled at one time has never exceeded 12, 
and in 1948 there were eight. 


Postgraduate Courses in Hospitals 


Postgraduate courses have been arranged 
in a number of hospitals for nurses desiring additional 
experience. The courses range from two to six months 
in length, and are available in obstetrics, surgery 
(operating room), and psychiatry. 


Organized postgraduate courses in Ontario 
are given at the following centres: 


Obstetrics 
W 


Hamilton General Hospital ...... 
St. Michael's Hospital, Toronto . 


St. Michael's Hospital, Toronto . Operating Room 
Toronto General Hospital ....... : 
Weston Sanatorium.......... Abey Tuberculosis 
Hamilton Bale weit eee e 

Hospitals, as well, have been generous 
in arranging for added experience in special areas 
at the request of the individual nurse. 


Several large hospitals have placed their 
facilities at the disposal of the University School of 
Nursing in place of conducting courses of their own. 


Demonstration School of Nursing at the Metropolitan 
Hospital, Windsor. 


The problem of preparing large numbers 
of clinical nurses to meet the demands of an expanding 
health field under a system that would make education 
subsidiary to the nursing needs of the hospital was 
brought before the Canadian Nurses' Association at 
their biennial meeting in 1944. The plan proposed 
then was (1) to ask the hospital to make financial 
arrangements for the nursing care of its patients, 
using graduate nurses and auxiliary workersemployed 
and paid for this service, and (2) to ask nursing schools 
to find a source of income and then conduct their 
schools as educational institutions. 


_ It was at this meeting that a demonstration 
school for a shorter period of training was proposed. 
When the Canadian Red Cross Society was approached 
for financial assistance in a problem confronting the 


public, they made available to the Canadian Nurses! 
Association a sum of $40,000 a year for four years to 
demonstrate a school. 


Responsibility for the formulation of policies 
and administration of such a school was accepted by the 
Canadian Nurses' Association. 


The immediate objectives of the experiment 
were: 


(1) To establish a nursing school as an 
educational institution--a separate entity in its own 
right. This meant that the school would have financial 
and administrative independence, which would give it 
control over the use of its students time. 


(2) To demonstrate, if possible, that a 
skilled clinical nurse can be prepared in a period 
shorter than three years once the school is given 
full control over its students’ time. 


Although the students would continue to 
practice nursing in the wards of the hospital, the 
school and students would be freed from their present 
responsibility of maintaining the nursing service. 
The hospital would, at the request of the school, 
make its wards available for student practice to the 
extent asked for by the school, as long as the school 
acceptedresponsibility for the safety of this service. 


The Metropolitan Hospital at Windsor which 
has no nursing school, agreed to participate in the pro- 
ject, and undertook to build a combined residence 
and teaching unit. | 


This school opened on January 19, 1948, 
with 13 students from five provinces. A second group 
of 24 students, again representing five provinces, 
was admitted in September, 1948. At December 31, 
1948, there were 36 students in training. Students are 
eligible for registration in Ontario, and by agreement 
they are permitted to register in all other provinces. 
They are also eligible for postgraduate courses in 
university schools of nursing. 


The purpose in conducting the school was 
to obtain the necessary freedom for research on the 
curriculum, and to find the most economical method 
by which clinical nurses can be prepared; in other 
words, to find the necessary costs of a nursing school, 
and to produce nurses who are in good health, who 
have developed personalities, and who like nursing 
and want to nurse. 


‘There are five full-time nurse members of 
the staff. 


The curriculum is planned for a period of 
25 months, with experience arranged as follows: a 
preclinical term (science and nursing) of three months; 
medical nursing (including nutrition), four months; 
surgery (including operating room), four months; 
psychiatry, three months; obstetrics and paediatrics, 
four months; public health, communicable disease 
and tuberculosis, approximately three months; further 
surgery, one month; ward administration, one month, 
and vacation, two months. 
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The various experiences are not segregated 
as rigidly as the above table would imply. Mental 
hygiene, nutrition and preventive medicine, while 
taught directly at stated times, are associated at all 
times with the subject of nursing and nursing practice. 
The social aspects of nursing are emphasized through- 
out. The constant emphasis on preventive medicine or 
public health is made for several reasons--for the 
student's own health, for good bedside nursing; and to 
provide a sufficient foundation for further study in 
public health nursing. Although the practice of nursing 
in medical and surgical wards is provided at particular 
periods, it is also available in almost every hospital 
service (paediatrics, obstetrics, tuberculosis, etc. ). 


Since the demonstration is planned along 
the lines of other educational institutions, the students 
pay fees--$50.00 a year--covering tuition, health 
service, and incidental expenses. Travelling expenses 
to other centres for affiliated ¢xperience cost the 
student approximately $25.00. Board and lodging 
are Supplied by the school when the student lives 
in residence. The students buy their uniforms, ata 
cost of approximately $80.00. It is estimated that 
the total cost to the individual student is $250.00. 


(Since December, 1948, the school building 
has been completed and 34 more students have been 
admitted. A second class completed the course in 
October 1950, bringing the number of graduates to 
36. ) 


University Schools of Nursing 


Since 1920, when the University of Toronto 
and the University of Western Ontario introduced 
higher education in nursing to the province, increasing 
leadership has been given the profession by nurses able 
to take advantage of these courses. 


Although five Ontario universities now offer 
courses in nursing, their total enrollment was 326 in 
1948 as compared with 4,576 the same year in hospital 
schools. The number of nurses qualified to teach at the 
university level is severely limited, and only 27 were 
so employed at the time of this survey. Two of the five 
universities provide limited residence accommodation. 


Both graduate and undergraduate courses 
are offered, with the former leading to diplomas in 
public health, nursing education, administration, and 
clinical supervision. At the University of Toronto the 
course in clinical supervision includes a 12-month 
course in psychiatric nursing. In connection with the 
latter course, provision is made for 12 bursaries of 
$1,800 each per year, under the federal-provincial 
mental health grant. The University of Western © 
Ontario provides a three-month course in psychiatric 
nursing in conjunction with the Department of Veterans‘ 
Affairs. 


Undergraduate university nursing courses 
follow two distinct patterns--those in which general 
and professional subjects are integrated throughout 
the five-year course, and those in which academic 
subjects are superimposed on the hospital training 


course. Both are five-year courses leading to the 
degree B.Sc.N. The courses have also been modified 
to enable graduates of hospital schools of nursing 
with suitable qualifications to proceed to the degree. 


To meet the urgent need in public health 
and nursing education fields, a number of bursaries 
are now provided by the Ontario Department of Health, 
some local hospital boards, and some community 
agencies. These have effected a slight increase 
in enrollment. 


A summary of the various university 
courses is provided in Table F11. 


Training Facilities and Programs for Auxiliary 


Nursing Personnel 


It is only within the past 10 years that 
anything more than brief, inservice training has been 
offered auxiliary nursing personnel, nurse aides, 
orderlies, and ward aides. Between 1941 and 1944, 
under stress of wartime, the Registered Nurses‘ 
Association of Ontario conducted, at its own expense, 
a series of six-month courses for practical nurses 
in London, Hamilton, and Toronto. A total of 108 
persons completed the course, and as result of this 
demonstration a regular training plan was set forth. 
This plan was distributed in 1946 to all hospitals where 
in-service training was in effect. In February, 1946, 
the Canadian Vocational Training course adopted this 
syllabus. 


In 1947, The Nurses’ Registration Act 
was amended to establish the title, "Certified Nursing 
Assistant". The 108 practical nurses trained under 
the Registered Nurses' Association course and the 
21 nursing assistants trained under the Canadian 
Vocational Training program have been granted cert- 
ification as well as those trained in centres approved 
under the Nurses’ Act. 


Provincial Government Centres for Training Nursing 


Assistants 


A nine-month course for the training of 
nursing assistants was started in September, 1946, 
under the joint auspices of the provincial Departments 
of Education and Health. This was the result of an 
inquiry made by the Minister of Health in June, 1946, 
concerning the shortage of nursing personnel in hospit- 
als. Three centres were opened, at Toronto, Kingston 
and Hamilton. The Hamilton centre was closed in 
June, 1948, when the building was no longer available. 
(Since December 31, 1948, another centre has been 
opened at the Lakehead. ) 


The instruction staff is composed of re- 
gistered nurses who have had postgraduate study 
in teaching and supervision, or with special ex- 
perience. The staff at each centre consists of a 
chief instructor, an assistant instructor, and super- 
visors in the selected hospitals. 


During the three mouths in the central 
school the trainees receive at least 480 hours of in- 
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struction in nursing and the structure and function of 
the human body. These two subjects include nutrition, 
personal hygiene, ethics, first aid, housekeeping, 
child management, and care of the well baby. 


The program for clinical experience con- 
sists of four months in a hospital for the chronically 
ill, one month with children, and an elective month 
in a mental hospital or sanatorium. 


Admission requirements are Grade VIII 
in education and a minimum age of 18 years. 


On December 31, 1948, the results were: 


Enrolled €9. Pis5). aa ak cae 595 
Graduated ....... arene we 338 
Certified. «cis d:0ket bole 268 
Still. in trai NING x scse » eenenees eel 95 
Discontinued isrc:iciiepiawee aes 162 


The capacity of the two remaining centres-- 
Toronto and Kingston--is 50 and 35, respectively. 


A follow-up of the certified nursing assist- 
ants on December 31, 1948, showed that they were 
employed in hospitals in at least 19 cities, 24 towns, 
and three rural municipalities. 


Other Approved Training Centres 


Two institutions, the Prince Edward County 
Hospital, Picton, and the Mountain Sanatorium, 
Hamilton, were approved in 1946 for the training of 
nursing assistants. These courses followed the same 
plan as the provincial government courses. Forty 
nursing assistants had graduated from the Mountain 
Sanatorium, Hamilton, and 11 from the course in 
Picton by Dec. 31, 1948. 


Other Courses for Auxiliary Nursing Personnel 


Of the 17 public general hospitals reporting 
training programs on December 31, 1948, 14 gave only 
a brief in-service training at the commencement of 
employment. This personnel is called either nurse 
aide or ward aide, and there is considerable varia- 
tion in the amount of instruction and in the nature 
of the duties assigned. 


In the remaining three hospitals (Hailey- 
bury, Norfolk General and Clinton), courses of one 
and a half, two, and three years were being conducted, 
with an enrollment of approximately 35. 


Organized courses are given in two hos- 
pitals for the chronically ill, St. Vincent in Ottawa and 
St. Peter's in Hamilton. In one case the course is one 
year, in the other 18 months, with a total enrollment of 
43. 


There is no standardized course given for 
male and female attendants within the Ontario Mental 
Hospitals. There is a variation in the amount of in- 
struction from 12 hours to 150 in the courses given 
in 12 hospitals. In 1947 there were 193 enrolled. 
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At the Muskoka Hospital for Consumptives 
in Gravenhurst, and at the Beck Memorial Sana- 
torium in London, nurse aide instruction is organized 
when a group of new ward staff is employed. Instruc- 
tion is given by a full-time and part-time instructor, 
respectively. 


Two courses of 21 months in maternity 
nursing are offered by the Salvation Army Hospitals 
of Toronto and of Ottawa. The course has been estab- 
lished for some years, and the graduates find ready 
employment in their special field. The enrollment of 
these two schools is 65. 


The well-baby-nurse course of 16 months 
given at the Canadian Mothercraft Centre, Toronto, 
enrolls students regularly. The enrollment is 30. 
The graduate of the course is in demand for the care 
of the well baby and newborn in homes. 


Home Nursing Instruction 


In Ontario, the Red Cross gave instruction 
to some 2,000 women who enrolled in their home nurs- 
ing course in 1948. This course comprised a two- 
hour lecture each week for six months. 


The homemaker program of the Red Cross 
also includes instruction in the elements of home 


nursing. 
Visiting Homemakers 


In Toronto, in the course conducted by the 
Visiting Homemakers' Association, instruction is given 
in the elements of patient care. 


St. John Ambulance Brigade 


The St. John Ambulance Brigade graduated 
796 candidates inhome nursing in 1948. This activity 
is the feminine counterpart of the first-aid training 
program for men. 


Secondary School Training Program 


In Grades XI and XII the obligatory course 
in health education includes home nursing and first aid. 
These must be considered as background courses 
rather than as courses to prepare staff for the health 
field. 


Source of Trained Nursing Personnel 


The supply of trained nursing personnel 
depends first of all upon the numbers of young women 
available for training, and then upon their attraction 
to the profession. 


The province of Ontario, in common with 
other communities of the world, suffered through the 
major depression of the 1930's. Unfavorable economic 
conditions in that period drastically diminished the 
number of marriages and births. Today this fact 
assumes major significance, curtailing as it does the 
actual numbers of young women in the age group from 


which the nursing profession normally recruits its 
trainees. Analysis of the past 19 years and a pro- 
jection of this in relation to the estimates population 
of Ontario up to 1966 is shown in Table F12. 


Table F12 reveals that the number of young 

women entering their 19th year during the years 1950 
to 1958 will be at the lowest level for many years. 
When this is related to the steadily increasing pop- 
ulation of Ontario it can be seen that this ratefalls as 
low as 5.8 per 1, 000 of population in 1955, and little 
relative improvement can be expected before 1960. 

Yet the opportunities for these young women, not only 
in the health field, but in teaching, social service and 
welfare work, in business and industry, are increasing 
steadily each year. The prospect of recruiting nursing 
students from this limited source and in the face of 
stronger competition is not bright. The attractions of 
nursing have to be enhanced and given favorable pub- 
licity. 

A second limiting factor is the small pro- 
portion of even these available young women who can 
qualify on educational grounds to enter nursing. Cand- 
idates for admission to basic professional schools of 
nursing are required to hold Grade XII or Grade XIII 
diplomas without options. A study by the Ontario 
Department of Education shows that of 100 pupils 
entering elementary school only 21 qualify for Grade 
XII diplomas, only 13 for Grade XIII. 


For the school year 1948-49 there were 
4, 222 girls in Ontario who earned their Grade XII 
diploma, another 2, 243 Grade XIII. This gives a 
total of 6,465 high school graduates who might be 
considered eligible for nursing education. Of these, 
1, 138 actually entered training (17.6 per cent). Re- 
cruits for nursing assistant training come from Grades 
IX, X, and XI. 


Enrollment in approved schools of nursing 
is set down in Table F13. It may be noted that there 
was an enrollment of 1,779 first-year students in 
1949. It was shown above that 1, 138 of these came 
directly from Ontario secondary schools. The re- 
maining 641 came from outside the province and also 
from earlier high school graduating classes. 


Wastage from Classes in Hospital Schools of Nursing 


Withdrawal from hospital schools of nurs- 
ing between enrollment and graduation is sufficiently 
high to merit attention. Considering the total enroll- 
ment in all Ontario schools over a period of 10 years 
(1938 to 1947), and following all these classes through 
to their graduating years (1940 to 1949), there is 
found to be an average loss of 17.4 per cent over the 
three years of training. In other words, of the total 
of 16,030 students who enrolled in the first year of the 
course between 1938 and 1947 inclusive, 13, 225 grad- 
uated. 


The loss was substantially heavier between 
the first and second year of training than between 
the second and final year. In 1948, for example, 
there were 261 withdrawals from approved schools of 
nursing in Ontario--equal to 5.4 per cent of the 4, 769 
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Students enrolled in all classes at December 31, 1948. Health was indicated as a major cause of 
Of these 261, a group of 187, or 71 per cent withdrew withdrawal from the course, closely followed by 
before entering their second year of training. This "dislike of nursing" or "disappointment 1n the course", 
is by far the most costly period to the hospital because then by matrimony, and less than any of these, failure 
the student has contributed very little nursing service in class work. 

up to this time. 
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CHAPTER III 
INSTITUTIONAL NURSING CARE 


Inventory of Nursing Force at December 31, 1948 


In the preparation of inventory, a com- 
prehensive list of places of employment of nursing 
personnel was assembled, and may be seen in Table 
F14, Over 30 places of work have been found in 
the institutional field alone. Of this group, the 
public general hospital field employs the greatest 
number--4, 011 full-time graduate registered nur- 
ses, or 63.9 per cent of the whole institutional 
nursing force. Of this number 205 are employed 
in educational capacities, that is, primarily for the 
schools of nursing. Within this force also are 1, 502 
nurses who fill administrative and supervisory 
positions in the nursing service. In the smaller 
institutions these nurses may contribute a sub- 
stantial amount of time to actual bedside nursing. 
The Department of Veterans’ Affairs employed 539 
registered nurses, followed closely by the sanatoria 
with 387, and the Ontario mental hospitals with 
344, Because of the difficulty in assessing the con- 
tribution to nursing care, and in order to avoid con- 
fusion, the numbers of part-time registered nurses 
are not indicated in this table, In total, this group 
amounts to 611, or 9.7 per cent of the graduate 
staff. In the public general hospitals, a total of 267 
registered nurses were Serving in positions not 
directly related to patient care, i.e., as x-ray or 
laboratory technicians, in admitting offices, and 
so on, 


Table F14 shows that 6,628 individuals 
or 53.4 per cent of the whole institutional nursing 
force, had professional training. The assistant 
nursing group was made up of 3,501 female nursing 
assistants and 2, 262 medical attendants or order- 
lies with various degrees of training. It may be 
noted that the number of assistant nursing person- 
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nel who had certification was extremely low. In 
the sanatoria and the Ontario mental hospitals, 
and indeed in some of the public general hospitals, 
there has been a program of in-service training. 
It is also interesting to find that although it has 
been assumed that the largest field of opportunity 
for the assistant nursing group lay in other than the 
public general field, this does not appear to be the 
case, for a total of 2,145 persons gave full-time 
service in these hospitals. 


The contribution of 4,769 student nurses 
in training in hospital and university schools of nur- 
sing must of course be added to the total force. 
This relates primarily to hospitals which conduct 
schools of nursing. 


Institutional Nursing Needs 


In point of nursing needs, Ontario's 15 
mental hospitals and 146 public general hospitals far 
outstripped other types of institutions. As of Dec. 
31, 1948, there were 15, 969 patients in the 14 On- 
tario mental hospitals and a further 71 in Toronto 
Psychiatric Hospital (see Section B, Vol. I, Report 
of the Ontario Health Survey Committee). During 
the same year, public general hospitals in the pro- 
vince provided more than 54 million days of care 
for 467, 137 adults, children and newborn infants 
(see Section A, Vol. I of this report). 


All told, the public general, mental, 
chronic and convalescent hospitals and sanatoria 
were called upon to provide 13, 530, 395 days of hos- 
pital care during the survey year. This may give 
some measure of the tremendous demand for nur- 
sing services in the institutional field, 


TABLE F14 


INSTITUTIONAL NURSING PERSONNEL INVENTORY OF ONTARIO 
(December 31, 1948) 


















GRADUATES NURSING ASS'TS 
FEMALE 


NURSING 
ASS'TS 











































GOVERNMENTAL 
I - Federal 

Dept. of Veterans’ Affairs 
Indian Health Services 
Dept. of National Defence 
Dept. of Justice ( Penitentiaries) 
Other federal agencies 

SUBTOTAL 






II - Provincial 
Ontario Hospitals (Mental) 
Jails, reformatories, etc. 
Division of Nurses Registration 
Experimental C.N. A. course 
Inspector of Obstetrical Nursing 
SUBTOTAL 






II - Local or County 
Homes for the Aged 


Isolation Hospitals 
SUBTOTAL 


NONGOVERNMENTAL 
I - Nonprofit 
Public General Hospitals and 
Red Cross Outpost Hospitals 
(i) Patient care 
(ii) Hospitals Schools of Nursing 
(iii) Other than nursing duties 
Convalescent Hospitals 
Hospitals for Chronically Ill 
Sanatoria 
I,O. D. E. Children's Preventorium (TB) 
Other institutions giving in-bed care 
(i) Universities and Colleges 
(ii) Private Schools 
(iii) Homes for Aged 
(iv) Orphanages, Children's Homes 
Other health agencies 
(i) Registered Nurses' Association of 
Ontario 
(ii) Mothercraft ( Toronto) 
University Schools of Nursing 















SUBTOTAL 


265 


145 12 137 32°" |" 
140 247 93 
26 12 16 44 
a 


SUB TOT AU TSS: S11. si cae ete eh teh oe Lg oun 
GRAND TOTAL 6,273 3, 290 2, 262 


(a) Information not completely available. 












Il - Proprietary 
Licensed private hospitals 
Registered maternity boarding homes) 
Nursing Homes ) 
Private mental hospitals (including 
alcoholic) 
Other private agencies 
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CHAPTER IV 
PRIVATE PRACTICE OF NURSING 


Agencies Bringing Private Nursing Service to the 
Public 


There are 26 nonprofit community nursing 
registries operating under professional direction in 
24 cities and two towns in Ontario, Registry lists 
are maintained by hospitals in those communities 
with hospitals but without community registries, 
Fourteen registries are operated privately, in Toronto 
(10), Hamilton (2), Ottawa(1), and Windsor (1), and 
there is little orno regulation over their operation, 


The community nursing registry program 
was initiated and sponsored by the Registered Nurses' 
Association of Ontario, and the association retains a 
registry adviser to act as consultant. The community 
registry is operated under local boards of directors 
comprising interested citizens and representatives 
of the local government and the medical and nursing 
professions, It functions under a constitution and 
by-laws which are standardized in all registries 
except Toronto's, and under local regulations es- 
tablished to meet local needs. Membership is open 
to all who provide nursing care, professional and 
nonprofessional, and who are properly qualified. 
Community nursing registries are financed mainly 
by annual membership fees and the revenue from 
telephone service supplied by the office to doctors 
and other related groups. Some monetary assist- 
ance is received from Community Chests; grants 
from municipalities, hospitals, industries and ser- 
vice clubs; and contributions from interested per- 
sons and group efforts in the community. 


The province of Ontario has assisted with 
the program by a grant of $5,000 per year to the 
Registered Nurses’ Association for purposes of cen- 
tral adminstration, 


The Function of Registries 


In addition to serving as a 24-hour-a-day 
clearing house for calls for nursing service and 
channeling suitably qualified personnel to cases of 
need, the registries provide an employment service 
to industrial and other community groups seeking 
permanent nursing staff; they supply necessary and 
otherwise unobtainable telephone-answering service 
to visiting nurse organizations, doctors, and other 
interested groups, and by checking the credentials 
of all personnel registered with them, they help to 
protect the public against the employment of un- 
qualified nursing service. 
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An important function of the registry is 
in the allocation of nursing service to cases of great- 
est need, They endeavor to assign private duty nur- 
ses and nursing assistants on this priority basis to - 


(a) The critically ill in homes. 

(b) The critically illandacutely ill and 
injured in hospitals requiring con- 
tinuous care and observation. 

(c) Staff duty in hospitals on a tempor- 
ary basis. 

(d) Other agency needs (e.g., visiting 
nurses relief, 

(e) Health services, industrial nursing, 
and other. 


Fields of Activity of Private Practice Nursing 


The professional nurse in private prac- 
tice may serve individual patients in hospitals, 
nursing homes, private homes or hotels, where she 
may be required to give continuous care and obser- 
vation or to provide shared nursing care to two 
patients. She may also be employed by the hour, or 
simply to meet an emergency and provide care in 
the event of sudden illness or accident where the 
patient cannot be moved, Such agencies as hospitals, 
clinics, visiting nurse services, or private industry 
may require the assistance of a private nurse from 
time to time to relieve regular staff during absence 
or through periods of peak activity. Such disasters 
as floods, fires and train wrecks, involving heavy 
casualties, may bring the private nurse into voluntary 
service duty. 


Nursing assistants (certified and not cer- 
tified) provide continuous simple nursing care in 
patients' homes, in nursing homes, in some hospitals, 
and in some industrial plants. Visiting homemakers 
and mothercraft nurses in private practice take on 
domestic duties during time of illness, and look 
after mother and baby immediately after their re- 
turn from hospital. 


Training for Private Practice Nursing 


The professional training of nurses has 
been covered in Chapter II. The education of non- 
professional nurses engaged in private practice is 
not well organized, A large number of nursing 
assistants ("practical nurses") receive no formal 
preparation for their duties. 


TABLE F16 


NURSES IN PRIVATE PRACTICE AS REPORTED BY COMMUNITY NURSING REGISTRIES 
(As of December 31, 1948) 


Classification pier em wh Call 
Registry List 
PROFESSIONAL 
Registry Administrator 
Private Duty (Full time) 


Private Duty ( Part time) 


NONPROFESSIONAL 


Nursing Assistant (Certified) 


Nursing Assistant (Not Certified) 
Male Nursing Assistant 


Visiting Housekeeper 





*Complete figures on commercial registries are unobtainable because records are not required by law. 
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TABLE F19 


TYPE AND NUMBER OF CASES SERVED BY PRIVATE DUTY NURSES 
IN 1945-1948 AS REPORTED BY COMMUNITY REGISTRIES 


TYPE OF CASE 1948 1947 1946 1945 


Accident 


Alcoholic and Drug Addict 


Communicable Disease 
General Staff Hospital 
Industrial Nursing 
Medical Nursing 
Obstetrics 
Paediatrics 
Psychiatric 

Public Health 
Surgical 

Tuberculosis 

Other 


[cnanp oraz ——~=~*~*~*SC ao) a ee 2,084 


DATA FROM 1948 RECORD ONLY: (14 registries) 


41 per cent of calls were for the night period, 32 per cent morning period and 27 per cent 
afternoon period, 
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TABLE F20 


LENGTH OF PRIVATE DUTY CASES REPORTED BY NURSING REGISTRIES IN 
23 ONTARIO COMMUNITIES FOR 1948 


Cases Cases Cases Cases Total 
Location of lasting lasting lasting lasting nursing 
Registry 1-3 days 4-7 days 8-11 days 12-16 days days all 
inclusive inclusive inclusive inclusive cases 1948 


Belleville 9, 034 
Brantford 7, 996 
Chatham 5, 658 
Cornwall 5, 109 


Fort William & 9, 792 
Port Arthur 


Galt 4, 147 
Goderich 1, 254 
Guelph r 11, 071 
Hamilton 39, 298 
Kingston 12, 483 
Kitchener 11, 135 


London i 32, 760 


North Bay 3, 498 


Oshawa 7, 035 
Ottawa ; t 40, 275 
Owen Sound 2, 920 
St. Catharines ; 13, 045 
Sarnia* 6, 700 
Sault Ste, Marie 6, 102 
Stratford 6, 263 
Sudbury y 10, 086 
Poranto 3 ‘ : : R 251, 427 
| Windsor Enea | 958 


TOTAL NUMBER OF NURSING DAYS 517, 046 





Total cases, 1-7 days, 35, 393 
Total cases, 8-16 days, 8,998 
*For 6 months only. 
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CHAPTER V 
PUBLIC HEALTH NURSING 


It is estimated that about 60 per cent of 
the population of Ontario has the benefit of health 
services with full-time personnel, and a further 15 
per cent receives the attention of a part-time medi- 
cal officer of health assisted by a full-time nursing 
service. The remaining 25 per cent represents in 
most instances rural organized and unorganized 
territory without public health nursing service. 


In addition to these official services, 
many persons receive care in their homes on a visit 
basis by nongovernmental agencies. Except in Toronto 
and Hamilton, where the St, Elizabeth Visiting Nurses 
Association assists, this service is provided almost 
exclusively by the Victorian Order of Nurses, Other 
nongovernmental agencies sharing a part of the public 
health burden include the Red Cross Public Health 
Service, Hospital Health Service, Industrial Health 
Service, Ontario Society for Crippled Children, 
Metropolitan Life Insurance Company, service clubs, 
and social agencies, 


Besides generalized family service, public 
health nursing covers such specialized work as visit- 
ing, school and industrial nursing, tuberculosis, 
venereal disease, nursing, out-patient departments 
of hospitals, orthopaedic, and mental hygiene work, 


Education in public health nursing is 
available in the four Ontario universities as in- 
dicated in Table F11. Both degree and certificate 
courses are offered, as well as refresher courses, 


At the nonprofessional level, part of the 
public health nursing program is carried out by 
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nursing assistants, prepared by a nine-month course 
under government auspices; by volunteers through 
Red Cross, Junior League and St. John Ambulance 
Brigade; by visiting homemakers (who may carry 
out simple nursing procedures under supervision of 
a public health nurse); and by matrons of the De- 
partment of Health, Toronto, and trained first-aid 
workers. 


It is realized that although a substantial 
proportion of the population already has a full-time 
health service, there remains an opportunity to ex- 
tend existing services and to enrich the contribution 
of public health nursing to these services--provided 
personnel can be trained and made available to ac- 
complish this. There is an increasing public demand 
for social and health services generally, which tends 
to put greater emphasis on the importance of public 
health nursing in the community. 


Table F21 provides a summary of the type 
of work in which 1, 020 qualified public health nurses 
were employed at Dec, 31, 1948. Nearly two-thirds 
of the total were in some form of government service 
--602 of them at the municipal level, 11 with the 
provincial government, and 19 in federal agencies. 
In addition to the 1, 020 registered nurses with special 
preparation in public health nursing, there were a 
further 468 graduates engaged in public health work 
but lacking special postgraduate preparation, More 
than 90 per cent of these are employed in industrial 
health services. 


TABLE F21 


SUMMARY OF INVENTORY OF PROFESSIONAL PUBLIC HEALTH NURSING PERSONNEL 
as of December 31, 1948 


I, Governmental 


1, Municipal 
Boards of Health 
Public Health Units 
Board of Health: School Service 
Board of Education: School Service 


2. Provincial 
Department of Health 
Department of Agriculture 


3. Federal 
(a) Child and Maternal Health Division 
(b) Department of National Defence RCAMC 
RCAF 
(c) Health Service 


Subtotal 


Il, Nongovernmental 
Visiting Nursing 
Victorian Order of Nurses 
St. Elizabeth Visiting Nurses’ Association 


Red Cross Public Health Service 


Hospital Health Service - including 
T.B. Sanatoria, Mental Hospitals 





Ontario Society for Crippled Children 
Industrial Health Service 
Service Clubs 


Social Service Agencies 





Subtotal 
University Schools and Departments 
Hospital Schools of Nursing 


Subtotal 


GRAND TOTAL 


*Without special preparation in public health nursing. 
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PREVENTION, TREATMENT AND CONTROL 
OF TUBERCULOSIS 


SUMMARY 


In 1948, the basic year of this survey, 
825 persons died of tuberculosis in Ontario, and 
2,114 patients were admitted for the first time to 
the province's 14 sanatoria, At the close of that 
year there were 3,673 patients in sanatoria under 
treatment for tuberculosis --59 of them residents 
of other provinces, 23 nonresidents of Canada, and 
110 Ontario patients without municipal residence. 


As shown in Chart G1, the death rate in 
Ontario from tuberculosis has dropped encouragingly 
during the first half of this century. It has been 
brought down from 160 per 100, 000 population in 
1900 to 19.2 per 100,000 in 1948. For several 
years Ontario has had the lowest tuberculosis death 
rate among all the provinces of Canada. 


Credit for this degree of control over the 
disease is attributed to a combination of governmental 
and voluntary effort; and it has not been achieved 
without heavy financial investment, In the year ending 
December 31, 1948, the Division of Tuberculosis 
Control of the Ontario Department of Health paid out 
$4, 192, 123 to the 14 sanatoria for the maintenance 
of patients. Patients themselves paid only $ 161, 084, 
and 75.9 per cent of them paid nothing toward the 
cost of their care--except insofar as they contri- 
buted as members of the taxpaying public. 


Twelve of Ontario's 14 sanatoria are 
operated and controlled by boards of directors elected 
from the membership of various voluntary associ- 
ations, one is operated by a religious order, and 
one by a board nominated by the United Counties 
Council of Dundas, Stormont, and Glengarry. These 
institutions are self-governing, the government of 
the province paying the cost of overhead, normal 
ward service, surgery, laboratory and dental ser- 
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vice for each resident of Ontario undergoing treat- 
ment in them. In addition to the 3,941 beds in the 
14 sanatoria, there are also 600 beds for mental 
patients suffering from tuberculosis in the Ontario 
mental hospital at Woodstock. 


Sale of Christmas seals is the prime 
source of revenue for 107 (as of Dec. 31, 1948) 
local tuberculosis associations and committees 
affiliated with the Ontario Tuberculosis Association 
in providing free diagnostic and preventive service 
across the province. The 1949 Christmas seal sales 
campaign grossed approximately $670, 000, of which 
18 per cent was used to defray operating costs. 
Chief service provided by this money is found in 
more than 130 regular, periodic, free chest x-ray 
clinics throughout the province, and in special x-ray 
projects for community and occupational groups. 


Table Gl helps to demonstrate the value 
of the mass x-ray survey technique, It shows that 
in the years 1942 to 1948, inclusive, 1, 242,772 per- 
sons were x-rayed; and 5, 957 cases of pulmonary 
tuberculosis, and 20,774 other abnormal chest con- 
ditions were thus discovered, Extension of the 
program of x-raying patients admitted to public 
general hospitals has also proved efficacious (see 
Table G8). 


Another important phase of tuberculosis 
control is the provision of follow-up care to patients 
discharged from sanatoria, In 1948 municipalities 
paid $ 349, 471 for the postsanatorium care of 1, 320 
persons; and the Ontario government added another 
$30,000 on behalf of ex-patients without municipal 
residence, The province also spent $ 100,000 on 
special pneumothorax and pneumoperitoneum treat- 
ments for discharge patients. 


PREVENTION, TREATMENT AND CONTROL 
OF TUBERCULOSIS 


RECOMMENDATIONS 


It is recommended that, - 


1 - Consideration be given to the discontinu- 
ance of the collection of maintenance 
charges for patients (amounting in 1948 to 
$ 161, 084. 43 or 3.8 per cent of the amount 
contributed by the province) (Chapter IV). 


2 - The Ontario Department of Health re- 
examine the financial position of sana- 
toria with a view to possible revision of 
the present basis of payment of main- 
tenance grants to sanatoria and that such 
grants include the costs of all services 
necessary for the treatment of patients 
(Chapter II). 


3 - The Government of Ontario assume 50 
per cent of the expenditures on postsana- 
torium care madeby municipalities under 
The Sanatoria for Consumptives Act for 
patients discharge from sanatoria(Chap- 
ter V). 


4 - The fee of 30 cents collected by the On- 
tario Department of Health from voluntary 
agencies for each patient who is x-rayed 
in the course of a community x-ray sur- 
vey for tuberculosis be eliminated (Chap- 
ter II). 


5 - A sanatorium be constructed at Sudbury 
to accommodate 140 patients and that 
consideration be given to an additional 
100 beds at Weston (Chapter IV). 


6 - Section 45 of The Sanatoria for Consump- 
tives Act be amended so that a contact of 
an active case of tuberculosis be required 
to submit to the same examinations as a 
suspected case (Chapter II). 
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7 - Equipment for taking chest x-rays of all 
patients upon admission to public general 
hospitals be made available to all hospi- 
tals which are able to make effective use 
of this service (Chapter II). 


8 - All school teachers be required to have 
periodic examinations for tuberculosis 
including chest films and that periodic 
surveys of secondary school students be 
conducted (Chapter IT). 


co 
1 


The federal immigration authorities ex- 
tend the requirements for chest x-ray 
of immigrants to include those coming 
in on a visitor's passport. (This is not 
intended to apply to persons entering for 
a short stay on a visitor's permit) (Chap- 
ter Il). 


10 - Consideration be given to the establish- 
ment of a limited number of clincs by 
the Ontario Department of Health where 
BCG vaccine can be administered and a 
record kept of the results (Chapter II). 


11 - Consideration be given to the appoint- 
ment of two provincial officialsto assist 
discharge patients in their rehabilitation; 
to the provision of vocational training for 
patients and psychological testsfor patients 
needing this service (Chapter V). 


12 - Reporting of cases of pulmonary tuber- 
culosis include active, questionably ac- 
tive, inactive and reactivated cases; and 
that extrapulmonary cases, such as men- 
ingitis and miliary, be reported (Chapter 
II). 


CHAPTER I 
TUBERCULOSIS IN ONTARIO 


The death rate from tuberculosis is one 
method of measuring the incidence of the disease. 
It is also a useful method of measuring the results 
of steps taken toward the control of tuberculosis, 
by comparing the death rate with the death rates 
prevailing in previous years, as well as with those 
prevailing in other provinces and countries. 


The death rates from tuberculosis in 
Ontario for the years 1900 to 1948 are shown in 
Chart G1. In this chart the rate is given per 100, 000 
population, 


It will be noted that there is a substantial 
decline in the death rate each year, reaching a rate 
of 19.2 per 100, 000 in the year 1948 and 15.6 in 
1949, 


For several years the province of On- 
tario has had the lowest death rate of any province 
in Canada. 


In the year 1948, 825 persons died of 
tuberculosis in Ontario. In 1949 there were 686 
deaths from tuberculosis in the province. 


In 1948 there were 2, 114 patients ad- 
mitted for the first time to sanatoria, and in 1949 
there were 2, 090 first admissions. 


At the end of 1948 there were 3,673 patients 
in sanatoria under treatment for tuberculosis, Of 
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this number 59 were residents of other provinces, 
23 were nonresidents of Canada, 110 were residents 
of Ontario without a municipal residence, and 3,481 
were residents of Ontario from organized munici- 
palities. As of December 31, 1949, the number of 
patients under treatment in sanatoria in Ontario was 
3, 147. 


Average length of stay in 1948 was 404 
days. In 1949 it was 439 days. 

From the foregoing figures it is apparent 
that the tuberculosis control program in Ontario 
has achieved a substantial degree of success. The 
program may be described as a combination of gov- 
ernmental and voluntary effort. The nature and ex- 
tent of the facilities provided through this combined 
effort and suggestions for their extension and im- 
provement are dealt with in this section of the report. 


Days of sanatorium care in Ontario in 
1948 totalled 1, 294,461, of which the provincial 
government paid for 1, 063, 309; Workmen's Com- 
pensation Board for 11, 853; Department of Veterans' 
Affairs 116,920; Indian Health Services 79, 870; 
and others 22,509. The 1949 days of care totalled 
1,347,464, and the comparable breakdown is as 
follows: provincial government 1, 112,664; Work- 
men's Compensation Board 13, 291; Department of 
Veterans' Affairs 127,935; Indian Health Services 
83, 244; and other 10, 330. 


MORTALITY 


TREND IN TUBERCULOSIS 


ONTARIO, I900 - 1948 


RATE PER 100,000 POPULATION 


CHART G1 









1910 


WW 
° ° 
E ° oo =, ° ° ° 
Pi a a © 8 oo & oO 0 t+ a) nN 2 eo 
Saree aS | 
: ° 
gt 
5 Wa g 
m—O 
: 2 
Jamil WE 4 
N 
@ 
oy Q ° g29e8 8 8g ° ° ° 0 of 
= = = © ofA OF © 0 ¢t 2) w 
ce 


307 


CHAPTER II 
EXISTING ADMINISTRATION 


Central Administration 


Central control is exercised by the On- 
tario Department of Health through the division of 
tuberculosis control. This division is responsible 
in a general way for all measures relating to pre- 
vention, treatment and rehabilitation in the field of 
tuberculosis, 


More specifically, the division administers 
(subject to the Minister of Health) the Sanatoria for 
Consumptives Act and the regulations and distributes 
the provincial capital and maintenance grants to sana- 
toria, The Province of Ontario pays the major por- 
tion of the cost of maintaining patients in sanatoria, 
In the year ending December 31, 1948, the sum of 
$4, 192, 123.79 was paid to sanatoria for this pur- 
pose. Patients paid only the relatively small sum of 
$ 161, 084, 43 during this period. 


The division of tuberculosis control oper- 
ates in the field of prevention by maintaining close 
liaison with two voluntary agencies, the Ontario 
Tuberculosis Association and the National Sani- 
tarium Association and by providing the equipment 
and staff to undertake mass x-ray surveys for the 
former, 


The division pays for pneumothorax re- 
fills for patients discharged from sanatoria. 


Under a federal grant, the division dis- 
tributes BCG vaccine free of charge to physicians, 
hospitals and sanatoria. 


The division exercises a general con- 
trol over post- sanatorium care of discharged patients 
and pays a living allowance to indigent, discharged 
patients who have no municipal residence. 


Local Administration 


There are certain responsibilities placed 
upon either the local board of health or the local 
medical officer of health in respect to tuberculosis 
control. These responsibilities may be divided into 
two categories, statutory and nonstatutory. 


The statutory responsibilities include 
the following matters, - 


(a) reporting cases of tuberculosis to the 
Ontario Department of Health; 


(b) notification of change of address by 
tuberculous patients who move to an- 
other municipality; 
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(c) arrangements for discharged patients, 
including the cost of post-sanatorium 
care for indigent patients; 


(d) examination (compulsory if neces- 
sary) of persons who are suspected 
to be suffering from tuberculosis; 


(e) initiating compulsory treatment for 
persons who are infectious and re- 
fuse treatment, 


The non-statutory responsibilities in- 
clude, - 


(a) the maintenance of a local register 
of tuberculous patients and contacts; 


(b) encouragement of and participation 
in community chest x-ray surveys; 


(c) assistance to practising physicians 
in arrangements for examination of 
patients and contacts and admission 
of patients to sanatoria; 


(d) arrangements for examination of per- 
Sons who may have been in contact with 
tuberculosis and for regular exam- 
ination of persons who are unduly ex- 
posed by nature of their occupation; 


(e) public education, 


Voluntary Agencies 


Voluntary participation in the control 
or tuberculosis falls into two categories, - 


(a) the operation of sanatoria; and 


(b) the raising of funds for preventive 
measures through the sale of Christ- 
mas seals by local tuberculosis or- 
ganizations, 


Twelve of the fourteen sanatoria in the 
province are operated and controlled by boards of 
directors who are elected from the membership of 
various health or sanatorium (voluntary) associations 
concerned with the prevention and treatment of tub- 
erculosis. The remaining two sanatoria at Haileybury 
and Cornwall are operated by a religious order, and 
a board of directors nominated by the United Counties 
Council of Dundas, Stormont and Glengarry respec- 
tively. The sanatoria are self-governing. The 
Ontario Department of Health contributes towards 
the maintenance costs for each resident of Ontario 


undergoing treatment in a sanatorium whose main- 
tenance is not the responsibility of any other agency. 
The department pays to sanatoria the average costs 
of overhead, normal ward service, surgery, labora- 
tory and dental departments, The government has a 
representative on each board of directors. 


Prior to 1945 there were some 17 volun- 
ary organizations selling Christmas seals, 12 of 
which were associated with sanatoria. All these 
groups operated independently of each other. The 
need for a central organization to act in a coordi- 
nating capacity and promote more efficient operation 
was recognized by the groups concerned, the On- 
tario Department of Health and the Canadian Tub- 
erculosis Association. Asa result, the Ontario 
Tuberculosis Association was incorporated under 
the Ontario Companies Act in 1945 as a non-profit 
corporation and became affiliated with the Canadian 
Tuberculosis Association, The policy established 
at that time was that funds raised from the sale of 
Christmas seals were to be used for the purpose of 
providing a free diagnostic service throughout the 
province, 


There are now 107 local tuberculosis 
associations and committees affiliated with the On- 
tario Tuberculosis Association, These are divided 
into 13 geographic districts. As presently consti- 
tuted the parent association is controlled by an ex- 
ecutive council of 50 members elected annually by 
the district group on a proportional basis. Each 
year the executive council appoints a management 
committee from its members to administer the 
affairs of the association subject to the approval 
of the executive council. The officers of the as- 
sociation consist of a president and vice-president 
acting in a voluntary capacity as well as a full-time 
paid executive secretary. 


A medical advisory committee consisting 
of six physicians was authorized by the executive 
council in 1949 to advise the association and its 
member groups on matters pertaining to the medical 
aspects of local and provincial programs as they 
concern the voluntary effort. Three of the members 
are appointed by the Sanatorium Superintendents 
Association, one by the Ontario Department of Health, 
one by the Ontario Public Health Association and 
one by the Ontario Medical Association, 


The Ontario Tuberculosis Association 
is a federation of individual autonomous units re- 
ceiving directions and advice from the executive 
council through the management committee and the 
executive secretary. Local associations are now 
being requested to enter into a yearly contract with 
the provincial association covering the distribution 
of funds raised by the individual units. The contract 
also makes provision for an annual audited financial 
statement to be sent to the central office of the as- 
sociation for each fiscal year ending March 31st. 
In addition, local committees also agree to prepare 
a budget for the ensuring year's activities. 


Funds to operate the Ontario association 
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and its central office in Toronto are obtained from 
the following sources, - 


(a) Ontario Government grant of $5,000.00 
annually; 


(b) Annual assessment of the individual 
committees on the basis of 1/2 cent 
per capita for nonsanatorium com- 
mittees and 75 cents per bed for sana- 
torium committees, 


The budget for 1950 amounted to approxi- 
mately $ 15, 00U.00. 


Local committees purchase Christmas 
seal supplies and educational material from the On- 
tario Tuberculosis Association at cost. These are 
supplied by the Canadian Tuberculosis Association 
directly to the local groups in most instances, the 
provincial association acting as the financial and 
intermediary agent. 


The 1949 Christmas seal sale campaign 
grossed approximately $670, 000 at an average op- 
erating cost of 18 per cent. This includes supplies, 
postage, advertising and secretarial help. 


Local associations administer their own 
funds, out of which the following services are pro- 
vided: 


(a) Free regular periodic chest exam- 
inations in over 130 different clinics 
throughout the province (hospital 
x-ray fee, secretarial help in some 
instances and cost of medical super- 
vision except in those areas where 
the Ontario Department of Health 
gives a free service). 


(b) Free community x-ray surveys. The 
committees pay the Ontario Depart- 
ment of Health a survey fee of 30 cents 
per person x-rayed, This is the cost 
to the department of supplying equip- 
ment, materials, and staff for taking 
and interpreting the x-ray films. In 
addition the committees pay local or- 
ganization costs of approximately six 
cent per person, 


(c) Free chest films for special groups 
such as school teachers, food handlers, 
applicants for employment in industry, 
tuberculin reactors among students. 
This particular program is not in 
general operation yet, but is being 
developed in many centres where 
local funds and x-ray facilities are 
available. 


(d) Educational material for the local de- 
partment of health. 


(e) Financial assistance for in-patient 


rehabilitation is now being provided 
by a number of local committees. 
Some local committees are engaged 
in rehabilitation of patients after 
discharge from sanatorium, 
The National Sanitarium Association, Toronto is one 
of the 107 organizations affiliated with the Ontario 
Tuberculosis Association and sells Christmas seals 
in the Counties of York (including Toronto) and Sim- 
coe as well as the Districts of Parry Sound and 
Muskoka, These funds are used to operate the Gage 
Institute, which provides a comprehensive free 
diagnostic service at its Toronto headquarters, 
In addition, the Gage Institute also conducts com- 
munity x-ray surveys throughout the National Sani- 
tarium Association Christmas seal districts, two 
mobile x-ray survey units being used for this pur- 
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pose, The entire cost of these surveys is paid out 
of Christmas seal funds. 


This same source of revenue also pro- 
vides a free regular periodic chest clinic service 
in a number of centres in Simcoe County as well 
as in the Districts of Muskoka and Parry Sound, 
clinical supervision being given by the Muskoka 
Hospital, Gravenhurst, one of the two sanatoria 
operated by the National Sanitarium Association. 


The Niagara Peninsula Sanatorium, St. Catharines , 
also has a mobile x-ray survey unit and conducts 


surveys, chiefly confined to industrial and other 
special groups in the Counties of Lincoln, Welland 
and Haldimand, This is a free service, the cost 
being paid out of Christmas seal funds collected by 
the sanatorium association. 


CHAPTER III 
PREVENTION AND DIAGNOSTIC FACILITIES 


The Role of the Family Physician 


The general practitioner may participate 
in the campaign for the control of tuberculosis in 
the following ways, - : 


(a) He is required to notify the local 
department of health of all cases, 


(b) He may avail himself of facilities 
of the various chest clinics. 


(c) He may attend medical meetings where 
tuberculosis is under discussion and 
avail himself of the ever-increasing 
and latest knowledge in the diagnosis 
and treatment of tuberculosis. 


(d) He may persuade active cases to have 
sanatorium treatment, 


(e) He can cooperate with the various 
agencies combining in the campaign 
against tuberculosis. 


It has been suggested that the following 
measures would increase the interest of practicing 
physicians, 


Physicians in general practice should be 
members of local tuberculosis associations and be 
representedon their executive boards, Representa- 
tives should be changed every few years. Medical 
societies should be notified of any plans such as 
community chest x-ray surveys, asking their co- 
operation before putting them in operation. Physi- 
cians in general practice should be kept informed 
of the newer methods of diagnosis and treatment. 
Physicians should be invited to be present where 
final physical examinations are made in clinics. 
Voluntary associations could assist by gifts of tech- 
nical literature on tuberculosis to new physicians 
located in the country or community. Every physician 
should be provided with a copy of "Diagnostic Stand- 
ards" the official publication of the National Tuber- 
culosis Association, 


Medical societies should hold regular 
meetings at a sanatorium in the vicinity. This brings 
a large number of doctors to the sanatorium for 
medical papers and demonstrations. Movie films 
on tuberculosis could be presentedat general medical 
meetings. Tuberculin testing should be encouraged 
in every possible way and when tuberculin surveys 
are made all positive reactors should be followed. 
Physicians should be induced to attend short post- 
graduate courses at specified institutions, to learn 


311 


the latest progress in diagnosis of chest diseases. 


Postgraduate education of doctors should 
be encouraged by means of scholarships in tubercu- 
losis, for example, scholarships of $500. 00 a year 
to enable young doctors to spend a few hours per 
week in chest clinics. They would have an awareness 
of tuberculosis problems as well as general medical 
problems. Medical schools should give sufficient 
hours to the teaching of tuberculosis. Physicians 
should be available to give talks to lay audiences 
and other groups. A proportion of public funds 
should be allotted for the training of personnel in 
tuberculosis hospitals, including administration 
officers, 


Role of the Chest Consultant 


The chest consultant should have adequate 
training in general medicine, together with special 
training of sufficient length of time in all diseases 
of the chest, including sanatorium experience, Long 
experience is required in many cases to evaluate 
procedure in treatment. 


If the consultant is on the staff of a teaching 
hospital, it should be his duty to see that the teaching 
of tuberculosis to undergraduates is adequate and 
that it is made interesting. Tuberculosis could be 
used as a medium to teach the social side of medi- 
cine. The undergraduate should be given a compre- 
hensive picture of tuberculosis as a medical, social 
and public health problem, 


The consultant might be invited to advise 
in the general policy in connection with community 
chest surveys. 


One of the consultant's most valuable 
contributions is to aid the referring physician by 
persuading the patient that sanatorium treatment 
offers the best opportunity for the cure of his or 
her disease. 


Extent of Mass Surveys 


In a mass tuberculosis survey, one lo- 
cality is selected (usually a municipality) and an 
effort is made to secure a chest film of every resi- 
dent in the locality. The object of such a survey 
is to discover cases of tuberculosis in order that 
they may be properly treated. 


Table Gl contains a summary of the 
findings for the period, 1942 to 1948. 


TABLE Gl 


MASS SURVEYS CONDUCTED JOINTLY BY THE DIVISION OF TUBERCULOSIS 
PREVENTION, ONTARIO DEPARTMENT OF HEALTH, AND THE ONTARIO 
TUBERCULOSIS ASSOCIATION - 1942 TO 1948 INCLUSIVE 


1, Total number x-rayed.......... ie dice aha s. ccagh @ & Shag abRU Sia sie SURIRLS «Gata tenes Ses tains aa thadel oe ana 
Per cent 


No evidence of disease or 
abnormality 1,216,041 97.84 


Pulmonary tuberculosis 
(active & inactive) 5,957 0. 48 


Pleurisy with effusion 15 0.00 
Extra pulmonary active 3 0.00 


Other abnormal chest 
conditions 1.67 


2. Classification of pulmonary tuberculosis: 


Activity 
Active Questionable Inactive TOTAL 


Minimal 496 417 3, 131 4,044 
Moderately advanced 414 982 1, 603 


Far advanced 138 159 310 
5,957 


3. Active tuberculosis: 


Per cent 
(a) Pulmonary 
Minimal 46. 26 
Moderately advanced 38.98 
Far advanced 13, 06 


(b) Extra pulmonary 


(c) Pleurisy with effusion 





4, Number of cases per 1,000 persons x-rayed: 


Activity 
Active Questionable Inactive TOTAL 


0. 82 0. 48 3.3 4.6 
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Mass Surveys 


TABLE G2 
SUMMARY OF CHEST X-RAY FILMS TAKEN 1942 - 1949 


Division of Tuberculosis Prevention 1, 500, 155 
Division of Industrial Hygiene .......... Oe ae 6 230, 141 
Gage Institute, Toronto (1946 - 1949) 

Niagara Peninsula Sanatorium (1948 - 49) 

May Court Clinic, Ottawa 


2,550,685 


Permanent chest clinics.......... va pie ein c's ehh ale dhw da ew oe Oe irene ath BULAN Pde petite a 713,691 


Hospital admissions (mostly 1949) 


a approximate 


TABLE G3 
COMMUNITY X-RAY SURVEYS 


PROVINCIAL DEPARTMENT OF HEALTH 1945 to 1949 
GAGE INSTITUTE 1947 to 1949 
INDIAN HEALTH SERVICES 1948 and 1949 


Estimated available population 
Re VOY EEN ics tess sie abs Ale ‘gist «vo mynlebotenicite «(a a’ « sek 


Number x-rayed 


Significant pulmonary tuberculosis 
(active and act. questionable) 


Significant pulmonary tuberculosis 
per 1,000 examined 


Active pulmonary tuberculosis 


Active pulmonary tuberculosis 
per 1,000 examined 


Estimated total significant cases 
PemOnary TUDErCULOSIS,. 5.66. d cc occaw eee eens = ER 


Estimated total number active 
pulmonary tuberculosis 
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x 107,000 


3, 371, 346 





TABLE G4 


METHOD OF FINANCING CHEST CLINICS 


A ee eee eS Eel 


PROVINCE OF ONTARIO 
APRIL 1, 1950 


Number of Clinics: . 200 Gage ok ccs icc tala le ooo. odlel CRANES Mile Cie ealeral ye Qs Samemre ene 56 eae 193 


Number of Centres tit aif 0... occ save ocoieys insevsie Sethe «0 Slatetie) ofa laliodeiesain=« ANA bball Wnargueisner=/e)=/*)4 ies) 176 


Local Christmas seal associations pay 
full cost (x-rays and clinic SuperviSion) .......... see eee reece seer cree eee eeecs 95 


Local Christmas seal association pays for x-rays 
and clerical help. Free medical supervision 
supplied by the Provincial Department of Health .....+....eeeeeeeeseees owe erates 37 


Departmental travelling chest clinics - fre@........-seesee eee cece eereeereee ete ties 50 


Municipality pays full cost 
(City of Windsor chest Clinic) ....... 6.0 cece ee cere eee tence eee ce erence ececs 1 


Municipality and Christmas seal commitees 
share full cost (Hamilton and London).........-.so+se-ssse8 «+ ee Sher Pree 3 


Patients pay, if possible, x-ray and clinic fee 
City of Toronto hospital CliNiCS ........ ce cece eee ee ere eee reer ereceere scene 7 


TABLE Gd 


NUMBER OF ACTIVE CASES OF PULMONARY TUBERCULOSIS 
DISCOVERED BY PERMANENT PERIODIC CLINICS IN 1948 


Clinics staffed by Department 


Clinics staffed by sanatoria 


Others - including Toronto hospital 


clinics, Kirkland Lake, etc. 


Gage Institute 
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TABLE G6 


INCIDENCE OF ACTIVE TUBERCULOSIS IN 
INDUSTRIAL SURVEYS 1942 to 1949 









Looking at Table G2, it will be seen 
that in the years 1942 to 1949, a total of 2,550, 655 
chest films were taken in these mass surveys, 


The results of the mass surveys are 
shown in table G3. It will be observed that there 
were 1,919 cases of "significant pulmonary tuber- 
culosis" or 1.2 per 1,000 of those examined, There 
were 1,090 cases suffering from active pulmonary 
tuberculosis or .7 per 1,000 of those examined. 


These figures permit the deduction that 
the community mass x-ray surveys continue to re- 
veal a considerable number of persons suffering 
from active pulmonary tuberculosis and that the 
effort devoted to the surveys is well worthwhile 
and should be continued, 


Distribution of Permanent Clinics with Method of 
Operation and Financing 





The distribution of the permanent chest 
clinics is shown in Map Gl. 


The method of financing the chest clinics 
is shown in Table G4. 


The number of active cases of pulmonary 
tuberculosis discovered in the permanent clinics 
in 1948 is given in Table G5. 


There are diagnostic chest clinics through- 
out the province. No charge is made to the patients 
in these clinics with the exception of the seven clinics 
operated in hospitals in the city of Toronto, 


The extent of the services performed in 
these clinics is illustrated by reference to Table G2, 
wherein it will be seen that during the years 1942 to 
1949, 713,691 chest films were taken in the per- 
manent clinics, 


Industrial Surveys 


Since the year 1942, the Division of In- 
dustrial Hygiene has conducted mass x-ray surveys 
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f 


Number x-rayed 


31, 113 


230, 141 


Active cases per 
1,000 examined. 
. 80 
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using miniature film in the industrial plants in On- 
tario. During this time 230, 141 people have been 
x-rayed, Since.1946 the work has been confined 
largely to plants containing a silica hazard, The 
incidence of active tuberculosis has varied con- 
siderably from year to year as shown by Table G6. 


Although there appears to have been a 
downward trend in active cases found, the varia- 
tion shown in the last four years indicates that several 
more years of observation are needed to confirm 
this trend. 


In the last three years a large number 
of cases of silicosis not previously knowntothe Work- 
men's Compensation Board have been uncovered and 
in many instances compensation was recommended, 


Examination of Patients upon Admission to Public 
General Hospital 


Map G2 and Table G7 show the develop- — 
ment of this program in Ontario as of October 1949. 


Some figures respecting the findings in 
the hospital chest x-ray examinations are given in 
Table G8. The table deals with a six month period 
in which 38, 963 persons were x-rayed, It will be 
seen that the value of this service is not limited to 
diagnosis of tuberculosis. This x-ray procedure 
revealed other abnormalities in 12.07 per cent of the 
patients examined. 


Care of Immigrants 


Some immigrants enter Canada under the 
following categories, - 


(a) displaced persons brought to Canada 
by the Federal Department of Labour; 
and 


(b) immigrants sponsored by relatives 
and friends. 


The only information the Federal Depart- 
ment of Citizenship and Immigration has regarding 


“MAP G2 
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TABLE G7 


HOSPITAL ADMISSION CHEST X-RAY PROGRAM 
OCTOBER - 1949 


Hospitals considered suitable for special equipment ; je ut is Re 


Hospitals Per cent 


Equipment installed 74, 75.5 
Equipment ordered 15 15.9 


Application approved - choice 
of equipment not yet made 4.3 


Application not yet received 4.3 


Small hospitals - special equipment not indicated ........ sce e eee ee cee eee ec teeeceecrnns adie oR 48 


14" X 17" admission films being taken in 14 29,2 





TABLE G8 


HOSPITAL ADMISSION CHEST X-RAY PROGRAM - ONTARIO 
REPORT OF FINDINGS FOR SIX MONTH PERIOD OCTOBER, 1949 


No significant pathology 
Tuberculosis suspect 
Probably active 
Activity undetermined 


Probably inactive 
Pleural effusion 
Other abnormalities 





CLASSIFICATION OF OTHER ABNORMALITIES 


Cardiovascular abnormalities 
Pneumonia 

Bronchiectasis 

New growth 





Undiagnosed pulmonary lesion 
Other abnormalities 


N. B. The above percentages are based on total patients x-rayed - 38, 963 


TABLE G9 


TUBERCULOSIS IN IMMIGRANTS 






Displaced persons 


Sponsored immigrants 


the destination of immigrants sponsored by friends 
and relatives is the address of such sponsors, In- 
vestigation shows that by far the greater percentage 
of these immigrants is now located elsewhere than 
the original address of the sponsor. This is due to 
the fact that they seek employment wherever it may 
be obtained. It is, therefore, difficult to secure the 
permanent addresses of these people except through 
the sponsors, In their efforts to secure employment 
they often travel quite widely and in such instances 
it is usually impossible to keep track of them. 


The value of having all immigrants re- 
ceive a periodic chest film is apparent, but the lack 
of a permanent address makes this difficult. A 
notice might be inserted in the passport of each 
immigrant, at the port of entry, pointing out the 
desirability of a periodic chest film and stating a 
free chest film could be obtained in say three or 
six months, by applying to the local or provincial 
department of health. Apparently immigrants read 
the material in their passports quite closely and 
such a notice would receive their attention. 


Table G9 shows the number of displaced 
persons and sponsored immigrants (European count- 
ries outside the United Kingdom) in Ontario sanatoria 
as well as those who have been discharged at the date 
of this report. 


Examination of Nurses 


The regulations for examination of nurses 
are contained in the regulations under The Sanatoria 
for Consumptives Act, regulations 6 to 16 and the 
regulations under the Public Hospitals Act, regula- 
tions 65 to 73(b). 


These regulations are designed to protect 
nurses and other employees in hospitals and sana- 
toria who, in the course of their employment, are 
exposed to patients suffering from tuberculosis. 
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Under Treatment Discharged TOTAL 


28 46 
31 47 






Regulations Regarding Chest Films on Teachers 
and Teachers-in-training. 


There are no regulations respecting x-ray 
films for teachers but the local board of education 
may require chest films of teachers when the teacher 
enters employment or at intervals thereafter, 


Teachers-in-training are required by 
the Ontario Department of Education to receive 
chest films upon entering Normal School or the 
College of Education. 


Pre-employment Examination of Certain Occupa- 
tional Groups, 


The committee has enquired into the 
subject of requiring an examination of persons em- 
ployed in occupations where they are likely to spread 
tuberculosis if they are suffering from this disease 
in acommunicable state. This would apply to per- 
sons engaged in serving food to the public. The 
regulations respecting eating establishments made 
under the authority of the Public Health Act contain 
procedures relating to examination of food handlers, 
These regulations authorize the local medical offi- 
cer of health to take any necessary action respecting 
such examinations, The regulations do not specify 
that there must be an x-ray of the chest but the 
medical officer of health has authority to require 
such an examination, 


The Use of BCG Vaccine 





The division of tuberculosis prevention of 
the Ontario Department of Health provides BCG 
vaccine without charge upon requisition of physicians, 
hospitals and sanatoria and recommends its use in 
those occupationally exposed to tuberculosis such 
as internes, medical students, nurses, hospital 
attendants and in households where an open case 
exists. 


CHAPTER IV 
TREATMENT FACILITIES 


This chapter contains information re- 
specting the facilities for the hospital treatment 
of persons suffering from tuberculosis. These 
facilities are provided in 14 special hospitals known 
as sanatoria, the location of which is shown in Map 
G3. It will be noted that there are 3,941 beds in 
these 14 sanatoria, In addition there are 600 beds 
in the Ontario Hospital, Woodstock which is a special 
institution for mentally ill persons suffering from 
tuberculosis. 


Distribution and Bed Capacity of Sanatoria and Beds 
in Public General Hospitals 


In addition to Map G3 reference should 
also be made to Chart G2 which shows an increase 
in sanatoria beds from 2, 243 in 1930 to 3, 941 in 
1948. The same chart shows an increase in patients 
from 3, 984 in 1930 to 6,517 in 1948. 


Table G10, which was compiled from 
information from the Division of Tuberculosis Pre- 
vention of the Ontario Department of Health on Feb- 
ruary 18, 1950, shows that there is, on the whole, 
very little delay in obtaining admission of patients 
to sanatoria. 


Map G4 and Table G11 portray the resi- 
dence of the patients in the various sanatoria. 


Tables G12 to G16 give detailed informa- 
tion respecting the sanatorium beds, 


Adequacy of Existing Accommodation 


The information amassed by the committee 
suggests certain conclusions with respect to the 
adequacy or otherwise, of the existing accommodation 
in sanatoria. 


TABLE G10 


WAITING LISTS OF ONTARIO SANATORIA IN 1949 





Brantford 7-10 days 


M 0 
F 0 


Cornwall 


Fort William 
list now. 


No report as yet - urgent cases admitted almost at once - no waiting 


Gravenhurst 


Haileybury 


Hamilton 
Kingston 
Kitchener 
London 

Ottawa 

St. Catharines 
Weston 


Windsor 


2-3 weeks 


M 3-4 weeks 


F 2 weeks 
1-3 weeks 
0 
0 
8 days 


2-3 months 


2-3 weeks 


M 6 weeks 
F 2 weeks 


1-3 weeks 
1 week 

2 weeks 
11 days 


1 month 


0 0 


M 4 weeks M 4 weeks 
0 0 


0 0 

' 1 week 
2 weeks 0 
10 days 9 days 


1 month 


2-3 months 


0 
1-3 weeks 
0 
2-4 weeks 
9 days 


2-3 months 


Urgent cases admitted almost immediately; others wait 4-6 weeks 


Males wait an average of 44 days and females 14 days. 


Less than a week throughout the year. 
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CHART G2 


NUMBER OF SANATORIUM BEDS 
IN ONTARIO 
I930 8 1948 


1,000 2,000 3,000 
NUMBER OF BEDS 


NUMBER OF PATIENTS TREATED 
IN SANATORIA IN ONTARIO 
1930 & 1948 


1930 


I948 


000 2,000 3,000 4,000 5,000 6,000 7,000 
NUMBER OF PATIENTS TREATED 





‘OTT eousptsei TedtotTunu qnouqtm “Ez squeptseruou °6¢ saoutaoad say3Q “gz ANY Glog “SE WETTTTM Woy “E47 Ainqpne *ézg 
oyuoicy *LgT uozTtwey 69g uopuc] ‘SOT JospuTm ‘EST eMeqIQ :sTeIO AYUNOD UT pepnToUT seT}TO JUTMOTTOJ ayy JO squeptsey 














wre Ag = mmm of wren fo pemmpretng 


Ww) A per reipeiiegy pope 1y) te prcednig 


squatyed €/9°€ = ZHVNNNS 





S76T STE uMaWHONd LV 
VIYOLYNVS NI SLNAILVd JO TONTCISTY 


MAP Gi 





323 


TABLE G11 
RESIDENCE OF ALL PATIENTS IN ONTARIO SANATORIA AS OF DECEMBER 31, 1948 


SANATORIA 


COUNTY OR 
DISTRICT OF 
RESIDENCE 


TORONTO 
( Preventorium) 


HAMILTON 


GRAVENHURST 
nw | FORT WILLIAM 


o |KITCHENER 
» | BRANTFORD 
o | CORNWALL 
© |HAILEYBURY 


Algoma 
Brant 
Bruce 
Carleton 
Cochrane 
Dufferin 
Dundas 
Durham 
Elgin 
Essex 


Frontenac 


Glengarry 





Grenville 
Grey 
Haldimand 
Haliburton 
Halton 
Hastings 
Huron 
Kenora 
Kent 
Lambton 
Lanark 
Leeds 
Lennox & Addington 


Lincoln 
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TABLE G11 (Cont'd) 
RESIDENCE OF ALL PATIENTS IN ONTARIO SANATORIA AS OF DEC. 31, 1948 
SANATORIA 
































COUNTY OR 
DISTRICT OF 
RESIDENCE 





GRAVENHURST 
FORT WILLIAM |. 





| HAMILTON 
KITCHENER 
BRANTFORD 
CORNWALL 
HAILEYBURY 
KINGSTON 
TORONTO 
( Preventorium) 





WESTON 





LONDON 





Manitoulin 
Middlesex 
Muskoka 
Nipissing 
Norfolk 
Northumberland 
Ontario 
Oxford 
Parry Sound 


Peel 



















Perth 
pare Se oah 
Prescott 
Prince Edward 
Rainy River 
Renfrew 
Russell 
Simcoe 
Storm ont 
Sudbury 
Thunder Bay 
Temiskaming 
Victoria 
Waterloo 


Welland 
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TABLE G11 (Cont'd) 
RESIDENCE OF ALL PATIENTS IN ONTARIO SANATORIA AS OF DEC. 31, 1948 


COUNTY OR 
DISTRICT OF 
RESIDENCE 


GRAV ENHURST 
FORT WILLIAM 


HAMILTON 
WESTON 
LONDON 


[se) 


Wellington 
Wentworth 

York 

TOTAL FOR ALL 


COUNTIES AND 
DISTRICTS 





Table G13 shows an increase in sana- 
torium beds from 3,595 in 1939 to 3, 841 in 1948, 
(This figure does not include the 100 beds in the 
I,O.D.E, Children's Preventorium, Toronto.) Table 
G15 shows that in 1948, there was an average daily 
occupancy of 95.3 per cent. From these tables it 
would appear that the accommodation in sanatoria 
is being used almost to capacity. In the absence of 
other considerations it might be deduced from these 
tables that an increase of bed capacity in sanatoria 
might be necessary. 


Other factors, however, were considered 
by the committee. There is a marked decline in 
the death rate shown in Chart Gl. This decline, 
especially in recent years, has not been paralleled 
by a similar decrease in incidence. Most important 
is the information in Table G10, that on the whole, 
there is very little delay in obtaining admission of 
patients to sanatoria. The prospect of a continuing 
increase in the population will also tend to maintain 
the current demand for beds, 


In view of this information, the committee 
is of the opinion that any theoretical estimate of the 
number of sanatorium beds required in Ontario would 
be of little value, The Ontario Department of Health 
from its information relating to the incidence of 
tuberculosis and the known occupancy at the various 
sanatoria, is competent to decide when and where 
additional bed capacity should be provided. 


The committee concurs in the recom- 
mendation of the Department of Health for the con- 
struction of a sanatorium at Sudbury to accommodate 
140 patients and consideration of an additional 100 
beds at Weston sanatorium, 


Staff of Sanatoria Including Number, Qualifications 


and Salary Scale 


Particulars of the number of each type 
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SANATORIA 


ST. CATHARINES 


KITCHENER 
BRANTFORD 
HAILEYBURY 
TORONTO 
(Preventorium) 


4 
4 
< 
5 
fe 
e. 
O 

0 


of employee in sanatoria are given in Table G17. 


Treatment Facilities in Sanatoria and Distribution 
of Surgical or Other Special Units 





The four largest sanatoria located at 
Hamilton, Weston, London, and Gravenhurst have 
surgical units. Major surgery is also done in the 
sanatoria at Ottawa, Fort William, Windsor and 
Kingston General Hospital. 


Capital and Maintenance Costs of Sanatoria 


Information relating to the financial op- 
erations of sanatoria are contained in Tables G18 
and G19, Table G19 in particular, shows the per 
capita costs in each sanatorium and the average 
per capita costs for all sanatoria for 1948. 


For the calendar year ending December 
31, 1948, the province paid $ 4, 192, 123 toward the 
cost of maintaining patients in sanatoria and patients 
paid $ 161,084. In other words, patients contributed 
toward their maintenance only 3. 8per cent of the 
amount contributed by the province. In view of the 
comparatively small amount which is being collected 
from patients, consideration might well be given to 
abolishing all charges from patients, thus removing 
any financial obstacle in the way of treatment. 


Compensation for Employees of Hospitals and Sana- 


toria. 


The committee has noted that arrangements 
have been completed in 1950 through the Workmen's 
Compensation Board of Ontario for the compensation 
of persons who contract tuberculosis in the course 
of their employment in hospitals and sanatoria. It 
is therefore unnecessary for the committee to put 
forward recommendations covering this subject. 


TABLE G12 


DEATH RATE IN ONTARIO PER 160,000 POPULATION FROM ALL TYPES OF TUBERCULOSIS 





WITH SANATORIUM BEDS PER DEATH - 1939 to 1948 


Death Rate Total *Number of Number of 
Per Number of Sanatorium Beds Per 
100, 000 _____ Deaths Beds 





*Does not include tuberculosis unit of 600 beds operated by the provincial government in conjunction 
with the mental hospitals. 


TABLE G13 


**BED COMPLEMENT OF SANATORIA IN ONTARIO (ADULTS AND CHILDREN) 
AT END OF HOSPITAL YEARS - 1939 to 1948 


LOCATION 1939 1940 1941 1942 1943 1944 1945 1946 1947 1948 


Hamilton 
Weston 
London 
Gravenhurst 
Fort William 
Ottawa 
Windsor 
Kitchener 

St. Catharines 
Brantford 
Corwall 
Haileybury 
Kingston 





47 47 47 47 


*1948 figure does not include 100 beds in I.O,D.E. Children's Preventorium, Toronto 
**Does not include tuberculosis unit of 600 beds operated by the provincial government in conjuction 
with the mental hospitals. 
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TABLE G15 


AVERAGE DAILY OCCUPANCY OF BED COMPLEMENT OF SANATORIA 
IN ONTARIO DURING THE YEAR 1948 


LOCATION 


Hamilton 
Weston 
London 
Gravenhurst 
Fort William 
Ottawa 
Windsor 
Kitchener 

St. Catharines 
Brantford 
Cornwall 
Haileybury 
Kingston 


Average Daily 
No, Patients in 
Residence (Ex- 
cluding infants) 


KBR WWOMDOrR OO RH 


Average Daily 
Bed Complement 
(Excluding bassinets) 


Average Daily No. 
of Beds Available 
for Occupancy 


Number |Percentage of} ny ber Percentage of 
Occupancy Occupancy 


NAAN PH ORODINN PO 


TABLE G16 


DMOOWOOIUSCHOWMO 
TAIN PE OOMOINNAIO 





OCCUPANCY AND WAITING LISTS OF ONTARIO SANATORIA, 1947 AND 1948 





LOCATION 


Hamilton 
Weston 
London 
Gravenhurst 
Fort William 
Ottawa 
Windsor 
Kitchener 

St. Catharines 
Brantford 
Cornwall 
Haileybury 
Kingston 


Average 
Number 
Waiting for 
Admission 


Average Per- 
centage of 
Beds 
Occupied 
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Average No, Average Per- 
Waiting centage of 
for Beds 

Admission Occupied 


Ounkr OP OAM N Ho 





TABLE G17 


ONTARIO SANATORIA PERSONNEL AS OF DECEMBER 31, 1948 


TYPE OF 
EMPLOYEE 


Hamilton 
Gravenhurst 
Fort William 
Windsor 
Kitchener 

St. Catharines 
Brantford 
Cornwall 


Physicians (Clinical) 
Part time 
Full time 
Internes 


Nurses 
Graduate 
Other 





Pathologists 
Path, Technicians 


Radiologists 
Rad. Technicians 


Dentists 
Part time 
Full time 
Technicians 





Pharmacists 


School Teachers 





Occupational Therapists 





Dietary 
Graduate Dietitians 
Student Dietitians 
Others 








Housekeeping 


Laundry & Sewing 


Maintenance 

Office 

Paid Social Workers 
Farm 


All Others 





Note - Haileybury and I,O.D.E. Hospitals not reported, 
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CHAPTER V 


POSTSANATORIUM CARE AND REHABILITATION, INCLUDING 
VOCATIONAL TRAINING 


Provincial Responsibilities for Pneumothorax and 
Pneumoperitoneum Treatment. 


Pneumothorax treatment is a method of 
inducing a partial collapse of the lung by the injection 
of air into the pleural cavity. This form of treat- 
ment is used extensively. Where adequate facilities 
are available many patients can be discharged from 
sanatoria and receive continuation of pneumothorax 
treatment. 


The distribution of the pneumothorax 
treatment centres is shown in Map G5. Pneumo- 
thorax treatments are given without charge to the 
patient. The Ontario Department of Health pays 
$ 3.00 per treatment to the physicians and clinics 
providing this service. Similar arrangements exist 
for pneumoperitoneum treatment, The total cost of 
this service for the year 1948 was approximately 
$ 100, 000. 


Postsanatorium Care, 


Some patients who are discharged from 
sanatoria require financial assistance. This is 
termed "postsanatorium care" and is defined in 
clause (j) of section 1 of The Sanatoria for Consump- 
tives Act as follows:- 


"Postsanatorium care of a former patient 
shall include, 


(i) transportation from the sanatorium to the 
place of residence, 


(ii) proper living accommodation, food, cloth- 
ing and any other necessaries of life, and 


(iii) special treatment for tuberculosis and 
transportation to and from any place at 
which such special treatment is available". 


In section 37 of the Act, it is the duty of 
the local board of health to furnish post-sanatorium 
care for any patient who is indigent. In the case of 
a patient without a municipal residence, the pro- 
vince undertakes this responsibility, this service 
costs the province approximately $30, 000 a year. 


Voluntary Agencies 


The Samaritan Club, Toronto is a volun- 
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tary agency concerned exclusively with rehabilitation 
of patients discharged from sanatoria. Upon the 
request of the committee the club forwarded copies 


_ of the annual report for the year 1949 and reports 


dealing with rehabilitation services in preceding 
years, Services in 1949 included financial and other 
assistance to nine women and six men who had been 
discharged from sanatoria, There 15 former patients 
were all placed in occupations whereby they are 
self-supporting. The activities of this organization 
provide firsthand information as to the various types 
of assistance needed by patients who are discharged 
from sanatoria and experience in how this assistance 
may best be provided. There is also a Samaritan 
Club in Hamilton which does similar work, 


Disposition of Maximum Benefit Continuing Sputum 
Positive Cases 


Before coming to a decision on the above 
it is recommended that consideration be given to a 
further study of the relative value of housing maxi- 
mum benefit cases in private homes, as at present, 
versus homes in which 12 to 20 could be accom- 
modated. This applies as well to ordinary cases 
requiring postsanatorium care. 


Vocational Counselling and Training 


The matter of vocational training re- 
quires much consideration, but merits serious con- 
sideration. So far as possible, patients should be 
returned to their original employment. Where this 
is not feasible, or where there has not been a regular 
occupation, vocational training should be given, 
preferably commencing before discharge from sana- 
torium and continued under suitable auspices there- 
after. 


A central bureau and regional bureaus 
could be established in which voluntary agencies 
could cooperate and oversee the training and help 
in the placement of rehabilitated patients. It is re- 
commended that placement officers be appointed 
and that efforts be made to publicize the need for 
employing exsanatorium patients and the value of 
such employment. It has been shown that such per- 
sons have a good record for attendance at work 
and freedom from accidents, 
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REPORT OF THE ONTARIO 
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CONTROL OF CANCER 
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CONTROL OF CANCER 
SUMMARY 


In Chapter I of this section there is an 
analysis of all cancer cases diagnosed in the public 
general hospitals of Region 2 during the year 1947, 
This is a result of the Survey Committee's study 
of all patients hospitalized during the year in the 
counties of Brant, Wentworth, Halton, Norfolk, 
Haldimand, Lincoln and Welland. 


The study covered 58,007 patients (ex- 
cluding newborn), and it revealed 1, 216 cases diag- 
nosed as suffering from malignant neoplasms, These 
patients were given 27,431 days of hospital care. 
A breakdown of the survey findings by primary site, 
age, sex, length of stay, and deaths is provided in 
Tables H2 and H3. 


Further indication of the extent of the 
cancer problem in particular areas is provided by the 
report of a survey of Middlesex County, conducted 
jointly by the Ontario Department of Health and the 
Ontario Medical Association. This was based ona 
study of 670 cases; and the findings are also reported 
in Chapter I. 


These studies in local areas serve to 
demonstrate the value of such a practical statistical 
approach to basic cancer control data, There has 
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been no central source of information on its inci- 
dence and prevalence, because cancer is not a re- 
portable disease. 


This section of the Survey Report deals 
largely with the activities of the various agencies, 
both governmental and voluntary, which are doing 
valuable work in this difficult field of health. Chapter 
II highlights the work of ‘the Ontario Department of 
Health, the Ontario Cancer Treatment and Research 
Foundation, the Ontario Division of the Canadian 
Cancer Society, the National Cancer Institute of 
Canada, and the Commission for the Investigation 
of Cancer Remedies, All of these agencies are 
concerned with the control of cancer in Ontario, 


The recommendations on page 339 constitute 
a plan for the progressive extension of the facilities 
for cancer control in Ontario, 


The need for pathologists is again stressed 
by the recommendation of the Survey Committee that 
an annual investment of $ 52, 000 be made in university 
fellowships, lectureships and research equipment to 
encourage work in this field. (In this regard see also 
Section A, Volume I, Report of the Ontario Health 
Survey Committee, page 67.) 


CONTROL 


OF CANCER 


RECOMMENDATIONS 


It is recommended that, - 


1 - The Ontario Cancer Treatment and Re- 
search Foundation continue to develop its 
cancer control program inthe following 
stages-- 

(a) by extending facilities for treatment, 
particularly equipment and staff in 
the eight cancer treatment centres 
conducted by the Foundation; 


(b) by improving and extending diagnostic 
facilities, particularly x-ray facilities 
and biopsy service; 


(c) by eliminating charges for radiotherapy 
as soon as the necessary financial and 
administrative arrangements can be 


(d) by developing, ultimately, a complete 
cancer service providing surgical fa- 
cilities, hospitalization, home care 
and rehabilitation, 


2 - The case recording in the eight cancer treat- 
ment centres conducted by the Foundation 
be extended with effective follow-up arrange- 
ments and that it be coordinated through a 
central statistical office. 


Funds be provided for fellowships, lecture- 
ships and equipment to encourage cancer 
research in the four universities in Ontario 
which have medical schools, according to 
the following scale: 


made; 
Annual 1st year, $1,000 each for four universities. .........0.c0ceceececees SEA $4,000 
Fellowships 2nd year, $1,500 "_ " is Le SS id ae Oa: 3 ee 6,000 
3rd year, $2,400 " " re DIOR Gt Tec ake usc. otRs esata = akin a-aeia aiscieta's ote aie 4° 9,600 
4th year, $3,600 " " oh Ruaw nt: waht OK cdis Sense «a> aeRO TBS ate Se ar ee 14, 400 
Subtotal. ....... $34, 000 
Annual Beeweneeacrmortour’ Universities, .....). 2... asise ae one 00 6 Salen sees aise Sas ole pup O00 
Lectureships $2,500 "_ " 5 I 5 sane eles De Aeriante tale tare egies eu 5 Siva neat! » Law ks 10, 000 


& Equipment 


Grand Total ....$52,000 
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CHAPTER I 


NATURE AND EXTENT OF THE CANCER PROBLEM IN 
ONTARIO 


Complete information respecting the inci- 
dence and prevalence of cancer in Ontario is not 
available. The reason for this is apparent. Cancer 
is not a reportable disease. Even if this obstacle 
were overcome and all known cases of cancer were 
reported, there would be an unknown number of un- 
diagnosed cases in the community. 


Since it is impossible to ascertain the 
exact number of cases of cancer it is necessary to 
fall back upon the available information as an esti- 
mate of the extent of this disease. 


The most accurate information available 
is the death rate from cancer, being the record of 
the number of persons dying from cancer in Ontario 
each year. 


The death rate is recorded in the follow- 
ing table which is reproduced from "The Thirteenth 
Annual Statistical Report on Cancer" for the year 
1948, issued by the Department of Health of Ontario. 
The data for 1948 have been added to the table. 


The following statements are taken from 
the same report. 


"The absolute number of recorded cancer 
deaths (including Hodgkin's disease and leukaemia) 
has increased by 70 per cent since 1928. The pro- 
portion of all deaths attributed to cancer has risen 
from 9.5 in 1928 to 14.4 in 1947. The crude can- 
cer death rate has risen from 108 deaths per 100,000 
population in 1928 to 143 per 100, 000 in 1947. Itis 
noteworthy that there has been little change in the 
adjusted death rate during the past twelve years". 


"T he limitations of these crude data as 
an index of the trend in cancer mortality should be 
realized. The recorded increases in the volume 
of cancer deaths and in the crude cancer death rate 
do not reflect a true increase in the incidence, pre- 
valence or mortality from cancer. Correction for 
changes in the age distribution of the population alone 
eliminates a large part of the observed increase.... 
Much of any increase which remains may be ac- 
counted for by improvement in the quality of medi- 


TABLE Hl 


CANCER MORTALITY IN ONTARIO 1928 - 1948 


Total 
Deaths, 
All Causes 


*Including Hodgkin's disease and leukaemia. 
**Rate per 100, 000 estimated population, all ages. 


Adjusted *** 
Death 
Rate 


Per cent 
of Total 
Deaths 


a) 
.2 
.0 
7 
8 
.8 
9 
.0 
.2 
3 
.5 
.6 
Pi 
.2 
.3 
.2 
8 
.0 
.2 
4 
Re 





*** Adjusted rate per 100,000 adjusted for age and sex based on the population of Ontario, 1941 census. 
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cal certification and the increasing attention given 
to this disease". (The crude death rate in 1948 was 
145 per 100, 000 population). 


In addition to the foregoing information 
respecting the death rate, some data have been 
obtained in the course of the survey conducted by 
the Ontario Health Survey Committee inthe pub- 
lic general hospitals of Region 2, (comprising the 
Counties of Brant, Wentworth, Halton, Norfolk, 
Haldimand, Lincoln and Welland) during 1947. The 
population of Region 2 in 1947 was 578, 055. 


This survey covered 58, 007 discharges and 
deaths (excluding newborn) contributing 550, 761 days 
of hospital care. Included in this group were 1, 216 
malignant neoplasm cases (2.1 per cent of the total) 
with 27, 431 days of hospital care (5.0 per cent of 
the total). The males contributed 538 cases and 
12, 204 days of hospitalization and the females con- 
tributed 678 cases and 15, 227 days of hospitalization. 


In table H2, the distribution of the cases 
by primary site is presented. The table shows the 
number and percentage of the cases allocated to 
each primary site. It also shows the number of 
deaths, the days of hospital care and the average 
stay in hospital for each site. 


Table H3, shows the distribution of the 
cases by diagnosis, sex and age groups. The lar- 
gest number was in the age group, 55 - 64 years, 

‘comprising 40.7 per cent of all cases. 


This survey reveals other interesting 
facts but the examples given are sufficient to il- 
lustrate the value of this approach in the planning 
of any cancer control program. Such information 
would be of fundamental importance, for example, 
in estimating the cost of hospitalization in a pro- 
gram for the control of cancer 


A third source of information consisted 
of the results of a survey of the incidence and pre- 
valence of cancer in Middlesex County conducted 
in 1940 jointly by the Department of Health of On- 
tario and the cancer committee of the Ontario Medical 
Association with the cooperation of the two local 
medical societies in the area. 


In the pilot survey of Middlesex County 
an endeavour was made to ascertain all of the known 
cases of cancer in the county and to tabulate cer- 
tain fundamental data respecting each case. The 
following are merely extracts of a few of the more 
striking findings. 

The survey revealed a total of 670 cases 
resident in Middlesex County. Of these 450 were 
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residents of London and 220 lived in Middlesex County 
outside of London. Some 446 cases, nonresident in 
Middlesex County, were also recorded. The data 
presented refer to the 670 Middlesex County cases 
only. Of these 670 cases, 42.5 per cent were males 
and 57.5 per cent were females. 


Of the 670 cases reported, 327 or 48.8 
per cent were new cases first seen during the sur- 
vey year; 427 or 63.7 per cent of the total reported 
were under treatment at some time during the year; 
25.7 per cent had been diagnosed in a previous year 
and were seen for follow-up observation purposes 
only. 


Additional information included the num- 
ber of cases confirmed by microscopic examination, 
the number having metastatic lesions and the loca- 
tion of the primary lesion. 


Three different morbidity rates were 
computed to describe cancer morbidity in the pop- 
ulation surveyed. These data were presented by 
age groups as well, 


1. The incidence rate: the number of 
cases first diagnosed during the reporting year per 
100, 000 population. This was found to be 253 per 
100, 000 population. The rate for males was 240 
and for females 274, 


2. The prevalence rate: the number of 
cases treated or diagnosed during the year per 100, 000 
population, This proved to be 328 for males, 388 
for females and 352 for both sexes combined. 


3. The total case rate: the total num- 
ber of known cases of cancer per 100,000 popula - 
tion, This proved to be 518 per 100, 000 population. 


The authors of the survey considered 
that it would be unwise to apply these rates to On- 
tario as a whole without a cautious examination and 
careful study of the entire picture. They consider- 
ed that the study should be repeated and extended, 


By way of summary, it may be stated 
that continuation of the studies conducted by the 
Ontario Health Survey Committee relating to can- 
cer in hospital patients and the studies conducted 
by the Department of Health and the Ontario Medi- 
cal Association respecting cancer in a selected 
community, together with the cancer death rate 
would provide a reasonably accurate picture ofthe 
incidence and prevalence of cancer in Ontario. Con- 
tinuation of such studies with the resulting data is 
an essential preliminary step for any organized 
measures for cancer control. 


TABLE H2 
HOSPITALIZED CANCER CASES BY SITE 


Region No. 2 - 1947 


‘ Average 
Cases Per cent Deaths Days of ‘Length of 
Care Stay in Days 
19 


c 
Breast 12. 
Cervix & corpus uteri 11 
Intestines (except rectum) 9 
Stomach 8 
Buccal cavity 3. 
5 
4 
5 
3 





Rectum 

Other digestive system 

Respiratory 

Unqualified parts of uterus 

Ovary, Fallopian tube & 
broad ligament 1. 

Other and unspecified 
female genital organs 0. 

Prostate 3. 

Testis 0 

Other and unspecified 
male genital organs 

Kidney 

Bladder & other urinary 
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organs 
Melanoma of skin 
Others of skin 


Eye 

Brain & nervous system 
Thyroid gland 

Bone (including jaw) 
Connective tissue 

Lymph nodes 
Unspecified sites 
Lymphosarcoma 
Hodgkin's disease 

Other lymphoma (reticulosis) 
Multiple myeloma 
Leukaemia & aleukaemia 
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TABLE H3 


DISTRIBUTION OF CANCER CASES BY DIAGNOSIS, SEX AND AGE 


Region No. 2 = 1947 











| 
AGE AGE | AGE | AGE | TOTAL 
7 75+ |N.S. | Cases 














































Breast 

Cervix & corpus uteri 

Intestines (except rectum) 

Stomach 

Buccal cavity 

Rectum 

Other digestive system 

Respiratory 

Ungualified parts of uterus 

Ovary, Fallopian tube & 
broad ligament 

Other & unspecified female 
genital organs 

Prostate 

Testis 

Other & unspecified male 
genital organs 

Kidney 

Bladder & other urinary 
organs 

Melanoma of skin 

Others of skin 

Eye 

Brain & nervous system 

Thyroid gland 

Bone (including jaw) 

Connective tissue 

Lymph nodes 

Unspecified sites 

Lymphosarcoma 

Hodgkin's disease 

Other lymphoma (reticulosis) | 

Multiple myeloma 

Leukaemia & aleukaemia 


TOTAL 
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CHAPTER II 
AGENCIES CONCERNED WITH CANCER IN ONTARIO 


There are both governmental and voluntary 
agencies active in the field of cancer control. 


The federal government has entered the 
field through its provision of a federal-provincial 
grant. This is an annual grant of money which is 
divided amongst the provinces on the basis of popu- 
lation with the stipulation that the federal grant is 
to be matched by the province. Ontario's share of 
this grant is $1, 167, 000 a year. 


For many years past the Government 
of Ontario has been developing a program for the 
control of cancer. The Department of Health es- 
tablished centres for the treatment of persons suf- 
fering from cancer. The department purchased 
supplies of radium which were distributed without 
charge to the various institutions which could use 
the radium for treatment of cancer patients. A 
radium emanation plant was built by the department, 
for the manufacture of radioactive materials which 
were distributed without charge to these institutions. 
Annual grants totalling about $ 100, 000. 00 were given 
to the treatment centres to subsidize the treatment 
of cancer patients. The Department of Health in 
collaboration with the cancer centres developed a 
system of uniform case recording and follow-up 
which has been in operation since 1936. A number 
of these projects were transferred to the juris- 
diction of the Ontario Cancer Treatment and Re- 
search Foundation and are further described in the 
following paragraphs, 


Ontario Cancer Treatment and Research Foundation 


The Ontario Cancer Treatment and Re- 
search Foundation was established by statute in 
1943 (Statutes of Ontario, 1943, Chapter 19), It is 
a corporation consisting of seven to 10 members 
appointed by the Lieutenant-Governor in Council. 
There is an advisory medical board, The Act states, 
"the object of the Foundation shall be the conduct of 
a program of diagnosis, treatment and research 
in cancer, " 


The Foundation has assisted the Survey 
Committee by providing information on every phase 
of its operations. 


The treatment facilities operated or 
assisted by the Foundation comprise eight treatment 
centres located at Windsor, Hamilton, Toronto, 
London, Ottawa (2), Kingston and Port Arthur, An 
auxiliary centre at Sarnia has also been established, 


In addition the Foundation operates diag- 
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nostic and follow-up clinics at Sudbury, Port Arthur 
and Timmins. 


Financial support is extended by the 
Foundation on an experimental basis to the cancer 
detection clinic at the Women's College Hospital 
in Toronto. 


The Foundation grants to hospitals and 
universities for research are shown later in this 
chapter, The remaining activity of the Foundation 
is professional and public education. 


The nature and extent of the services 
performed by the Foundation are indicated in the 


financial statement on the following page. 


Canadian Cancer Society, Ontario Division 


The Ontario Division of the Canadian 
Cancer Society has furnished at the committee's 
request, an outline of its organization and functions, 
The Society does not receive any government grants 
nor any grants from the Foundation, Its funds are 
derived from public subscription. 


The financial statement for the year 1948 
shows the Ontario Division had receipts totalling 
$ 176,351.11, disbursements of $ 106, 888.97 and 
a balance of $69, 462. 14. 


Since 1945, 25 local units or branches 
have been organized in Ontario. 


In cooperation with the Foundation, the 
Society has had public education as its main object 
and has also developed a welfare service program 
in cooperation with the treatment clinics of the Found- 
ation. 


The Society carries on its education pro- 
gram through the distribution of specially prepared 
literature, films, displays, meetings, fairs and ex- 
hibitions, radio and newspaper publicity and both 
medical and lay speakers are available in all organized 
centres, 


The first cancer information centre in 
Canada, known as "The Little Red Door" was es- 
tablished by the Toronto Branch of the Society. 


The welfare service program gives direct 
assistance to patients. Thus 30,000 dressings are 
distributed free in the city of Toronto each month, 
Transportation of patients to clinics is part of this 


CUMULATIVE SUMMARY OF REVENUES AND CURRENT AND CAPITAL EXPENDITURES 


FROM THE INCEPTION OF THE ONTARIO CANCER TREATMENT AND RESEARCH FOUNDATION 
IN APRIL 1944 to 31st DECEMBER 1948 


Revenues: 
Donations received from the public $ 1, 149, 000. 
Grant and appropriations from Province of Ontario 720, 000, 
Income from, and profit on sale of investments 84, 000. $ 1, 953, 000. 


Less Current and Capital Expenditures: 
Grants for scientific and clinical research $ 276,000. 


Grants to and cost of operating cancer treatment clinics, 


indirectly or directly financed by Foundation. 219, 000. (1) 
Cost of operation of diagnostic facilities 17,000, 
Other clinical expenses 16, 000. (1) 
Purchases of capital equipment: 

Radium and therapy equipment $ 99, 000 

Other equipment 13, 000 112, 000. 
Administrative and general expenses 54, 000. (1) 
Expenses of 1946 cancer campaign ' 101, 000. 


Allocations to Ontario Division, Canadian Cancer Society 
for cancer education work 102, 000. $ 897,000. 


Balance, excess of current assets over current liabilities at 
31st December 1948 $ 1, 056, 000 


Note (1): Excluding provisions for depreciation on equipment owned, 


ALLOCATION OF FUNDS AVAILABLE AT 31st DECEMBER 1948 


Commitments to hospitals in London and Hamilton for construction 
grants payable during, and on completion of, construction of 
cancer clinics by those hospitals $ 250, 000 


Estimated cash requirements for 1949 program 206, 000 
Balance, earmarked for construction grants to hospitals in 
Toronto, Ottawa and Windsor in connection with clinic 
construction programs 600, 000 
Total funds available, as above $ 1, 056, 000 
Note:- The estimated sum required for completion of the necessary clinic construction programs 
in Toronto, Ottawa and Windsor is very substantially in excess of the balance available for 


those purposes, The funds made available by the federal cancer grant, (if matched by 
Ontario) cannot be used for such construction, 
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program, Certain patients are provided with board 
and room while receiving treatment as out-patients 
at clinics, thus avoiding the necessity of admission 
to hospital. 


This brief description of the activities 
of the Society gives some indication of the role which 
it plays in the field of cancer control. 


National Cancer Institute of Canada, 


The National Cancer Institute of Canada 
is a voluntary organization with representation from 
all agencies in Canada concerned with the cancer 
program, 


The following extracts are from a state- 
ment furnished at the request of the committee: - 


"The Institute's main function is to co- 
ordinate all scientific and professional aspects of 
the cancer problem". 


"The National Cancer Institute of Canada 
presently is sponsoring a programme of fundamental 
research in our Canadian universities, a programme 
of professional education, a central tumour registry 
and is attempting to coordinate the provincial diag- 
nostic and treatment programmes so that compara- 
bility of data will be possible". 
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The Institute is financed in part by con- 
tributions from the Canadian Cancer Society and 
from provincial government grants. Up to Novem- 
ber, 1949, all provinces except Manitoba and On- 
tario were contributing seven per cent of their federal 
grant to the Institute. During the year 1950 the 
Ontario Cancer Treatment and Research Foundation 
turned over to the National Cancer Institute of Canada 
seven per cent of Ontario's share of the federal 
cancer control grant. The sum of $81, 869.90 was 
provided by the Province of Ontario which was 
reimbursed to the extent of 50 per cent by the federal 
government, The Foundation hopes to continuethis 
arrangement in subsequent years. The National 
Cancer Institute has assumed financial responsibility 
for carrying on the fundamental cancer research 
program which was initiated by the Foundation in 
Ontario, The Foundation has stated that it will 
continue to finance clinical research in cancer, 


The remaining agency in Ontario is The 
Commission for the Investigation of Cancer Remedies, 
This was authorized by statute in 1938 (Statutes of 
Ontario, 1938, Chapter 4), As its name implies, the 
Commission is responsible for the investigation of 
methods of treatment or remedies for cancer. The 
investigation is intended to protect the public. 
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The Honourable Mackinnon Phillips, M.D., C.M., 
Minister of Health for Ontario. 


Dear Sir: 


I have the honour to present the third volume of the report of the 
Ontario Health Survey Committee. The first volume, you will recall, was 
presented in January, and the second volume in April, 1951. 


The Ontario Health Survey Committee was appointed by an Order- 
in-Council approved by His Honour the Lieutenant-Governor the ninth 
day of September, 1948. 


The Order-in-Council contains a provision that:— 
“The Committee enquire into and report to the Minister of Health upon— 
(i) existing health, hospital and related facilities and services; 
(ii) such other matters as are pertinent to the subject; and 
(iii) a plan for the improvement, extension and establishment of such 
health, hospital and related services as will ensure the most effec- 
tive development of health services.” 


In order to conduct a survey of the scope defined by these terms of 
reference, and after completion in November, 1948, of a pilot study in one 
region of the province, the Survey Committee recommended establishment 
of ten special committees, which were authorized by a second Order-in- 
Council dated the twenty-first day of April, 1949. Each special committee 
was formed with a view to assisting in a specific part of the health survey, 
and therefore its membership included men and women with specialized 
knowledge and experience, and with particular interest in the subjects 
under consideration. The special committee members, who contributed 
generously of their time and energy that this survey might be as well 
informed as possible, are listed on pages (iii) to (v), together with 
the organizations by whom they were nominated. 


This volume of the report, like the two which preceded it, .contains 
the results of research into four phases of the health question. Volume I 
dealt with Hospital Facilities and Services, Mental Facilities and Services, 
Private Nursing Homes, and Dental Facilities and Services. Volume II 
covered Medical Manpower in Ontario; Provision of Nursing Care; Pre- 
vention, Treatment and Control of Tuberculosis; and Control of Cancer. 
This Volume contains survey material on Prepayment Plans for Hospital 
and Medical Care, Public Health Services, Handicapping Conditions in 
Children, and Rehabilitation of Adults. 


It is a pleasure to acknowledge the assistance of all committee mem- 
bers, consultants, and members of the Survey staff, and the cooperation 
of the various departments of the Government of Ontario. The assistance 
of officials of the Department of Health is deserving of particular mention. 


Respectfully submitted, 


GEORGE D. DAVIS 
Chairman, 
June 30, 1951. Ontario Health Survey Committee. 
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In its analysis of hospital and other health facilities and services 
in Ontario, and in its projection of future needs, the Survey Committee 
found the plan of dividing the province into seven hospital regions (see 
Map Al, page354) a great aid to efficiency and accuracy. 


The basic plan was developed as result of extensive studies 
of all conditions having any bearing on hospitalization. Geography and 
transportation facilities were considered, the character and distribution 
of population, trading areas and other predetermined divisions, educational 
facilities available for the training of medical and other personnel, etc. -- 
all these were weighed in the balance with the existing patterns of hos- 
pitalization as revealed by studying the flow of patients to major hospitals 
in the province. 


The resulting regional division has already received commend- 
ation from persons dealing with health matters ona province wide basis, 
and the Survey Committee has used these divisions throughout its three- 
volume report. 
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PREPAYMENT PLANS FOR HOSPITAL AND MEDICAL CARE 
IN ONTARIO 


SUMMARY 


In Ontario, the provincial government pays 
a substantial part of the cost of hospital service. This 
is true of the tuberculosis sanatoria (see Volume II, 
Section G, Report of the Ontario Health Survey Com- 
mittee), and of the mental hospitals (Volume I, Section 
B), as well as of the public general hospitals. Mun- 
icipal governments also contribute to the cost of public 
general hospital service (Volume I, Section A). 


Patients in public general hospitals in 
Ontario have been paying an increasing proportion of 
the total cost of patient maintenance over the years, 
while the tendency in other types of public hospital has 
been for the government's share to increase. Whereas 
patients in Ontario's public general hospitals in 1933 
paid an amount equal to 54.27 per cent of total hospital 
income, this had increased to 79.13 per cent by 1949 
(see Table Al, Volume I, of this report). In dollars, 
this has meant an increase from $5, 560, 820 in 1933 
to $37, 533, 362 in 1949, as the volume of hospital 
care has increased. 


Clearly, then, it is in the payment of its 
public general hospital and medical expenses that the 
public is likely to require outside help. And this is 
where the prepaid hospitalization and medical care 
plans come into the picture. 


By 1948, the basic year of this survey, 
something less than 67 per cent of private and semi- 
private patients in Ontario's public general hospitals$ 
and approximately 61 per cent of public ward patients 
were reported as "self-pay" (see Table A7, Volume 
I of this report). The Blue Cross Plan for Hospital 
Care, a voluntary, nonprofit hospitalization plan 
operated by the Ontario Hospital Association, paid 
for 25.3 per cent of private and semi-private patients, 
and for 17.5 per cent of public ward patients in 1948. 
Other nonprofit and commercial insurance organiz- 
ations and various government agencies, such as the 
Workmen's Compensation Board paid a further sub- 
stantial part of the province's public general hospital 
accounts. 


According to reports of the public general 
hospitals, Blue Cross patients were given 23.6 per 
cent of the 2, 222, 586 days of care rendered to private 
and semi-private patients in Ontario in 1948; and 


§Not including Red Cross Outpost Hospitals 


or the Canadian Mothercraft Centre, Porontc. 


approximately 13 per cent of the 2,581,531 days of 


hospital care used by public ward patients in the 
same year. 


Grouping private, semi-private and public 
ward patients together, the 1948 reports from public 
general hospitals to the provincial Department of 
Health show that the Blue Cross paid accounts on 
behalf of 21.4 per cent of the 469, 916 patients who 
received treatment in"A", "B"and"C" hospitals. 
These patients accounted for 17.9 per cent of the 
4, 804, 117 days of care given in the 123 public general 
hospitals in these three classifications. 


The Blue Cross Plan itself reports a greater 
number of payments on behalf of subscribers in hos- 
pitals in Ontario during 1948--payments for 979, 754 
days of care on behalf of 126,727 patients. Blue 
Cross figures show 25, 810 more patients, and 118, 394 
more days of care than the above reports from public 
general hospitals because they include payments to 
some private hospitals (all but one of which were 
licensed by the provincial government) and nursing 
homes with which Blue Cross has entered into a co- 
operating arrangement. Blue Cross also paid for a 
limited number of days' care on behalf of patients in 
tuberculosis sanatoria and mental hospitals, as well 
as on behalf of a few public general hospital patients 
who were taken ill while away from home in another 
province or in the United States. 


Blue Cross activities, which are recorded 
in greater detail in Chapter III of this section, re- 
present only a part of the whole picture of hospital 
and medical prepayment in Ontario. As is pointed 
out in Chapter I, there was, at the time of this survey, 
no definitive source of information as to the character 
and extent of such coverage in this province. Itis 
hoped that this lack of information will be corrected as 
the Prepaid Hospital and Medical Services Act, 1950, 
takes effect. 


The chapters which follow are given over 
to a description of a number of arrangements for 
medical and hospital care in operation in Ontario at 
the time of this survey. 
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CHAPTER I 


INVENTORY OF PREPAID HOSPITAL AND MEDICAL 
COVERAGE IN ONTARIO 


At the time of this survey, there were no 
definitive data as to the extent to which the people 
of Ontario were protected against sudden, and some- 
times crippling, expenditures for hospital and medical 
care in the event of serious illness or injury. Such 
information as was available, involving in some in- 
stances an accurate count but in others only round 
estimates, has had to be assembled by the Survey 
Committee from a variety of sources. 


The following Table I-1 has been compiled 
from such sources as the management of certain 


prepayment plans, the Canadian Life Insurance 
Officers' Association, fraternal societies, Workmen's 
Compensation Board officials, Co-operative Medical 
Services Federation, etc. The total number of persons 
covered by some type of arrangement during 1950, 
unavoidably includes an unknown number of duplic- 
ations--individuals who are covered by more than one 
type of arrangement. Therefore, it cannot be assumed 
that this table represents the actual number of Ontario 
men, women and children with some degree of pro- 
tection against the expenses of hospitalization and 
medical care. 


TABLE I-1 
ESTIMATED NUMBER OF PERSONS COVERED BY VARIOUS TYPES OF ARRANGEMENT FOR THE 
PAYMENT OF HOSPITAL OR MEDICAL EXPENSES IN ONTARIO IN 1950 
(INCLUDING DEPENDENTS AND DUPLICATE COVERAGE) 


Form of Protection 


(Blue Cross Plan for Hospital Care 
(Cooperative medical plans 


(Physicians' Services Inc. 


(Associated Medical Services Inc. 
(Windsor Medical Services Inc. 

(Hollinger Employees! Medical Services 
(Porcupine Employees! Medical Services 
(Ross & Young-Davidson Mines 
(Fraternal and mutual benefit associations 


Nonprofit 


Commercial 


(Workmen's Compensation Board 


Governmental (Industrial Camps 


(Ontario Department of Welfare recipients 


§ Number of persons taken to nearest hundred. 


Nearly half (approximately 46 per cent) of 
this total comprised participants in nonprofit plans; 
another 21 per cent was made up of insurance with 
commercial companies; and the remainder was elig- 
ible for some form of provincial government assist- 
ance in the event of medical need. On the strength of 
these estimates, and making some allowance for 
duplication, one authority has hazarded that close to 
two-thirds of the total population of Ontario have some 
measure of protection against the financial loss attend- 
ant upon illness or accidental injury. It was, however, 
impossible to support this or any other guess with 


(Accident and sickness insurance companies 
(Group contracts from Life Insurance Companies 





Number Covered 
in 1950§ 


1, 468, 000 
124, 200 
109, 800 

84, 000 
87, 800 
7, 500 
12, 000 
1, 200 
97, 500 


300, 000 
600, 000 


1, 250, 000 
48, 000 
135, 000 


the facts available at the time of this survey. 


A further reservation should be noted, too, 
in considering these approximations of the number of 
Ontario persons enjoying some form of protection 
against hospital and medical expenses. This is the 
limitation, varying with each type of arrangement, as 
the extent of coverage. As will be seen in succeeding 
chapters, which deal with specific protection plans, 
there is no uniformity in regard to the number of days 
of hospital care provided or the number and kind of 
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extra charges for which a given plan will assume re- 
sponsibility. It may very well happen that the duration 
of a serious illness may exceed the number of days' 
hospitalization provided under a given contract, or 
that extra charges beyond those specifically noted in 
a contract may be incurred. In such cases the patient 
either has to pay the additional cost himself, or, if he 
is unable to do so, he may become an indigent. 


As of July 30, 1949, there were 274 com- 
panies or mutual associations authorized to underwrite 
sickness, accident or workmen's compensation in- 
surance in the province. Of these, 133 were author- 
ized to underwrite sickness only; 73 accident and 
sickness; 40 accident, sickness and Workmen's Com- 
pensation; 24 accident only; two Workmen's Com- 
pensation only; and two accident and Workmen's 
Compensation. Of the 152 commercial insurance 
companies in this group 57 had head offices in Canada, 
55 in the United States, 36 in Great Britain, two in 
Australia, and one each in New Zealand and Switzer- 
land. This may serve to demonstrate the extent of the 
problem of compiling definitive information on the 
extent of prepayment. 


Dominion Bureau of Statistics Survey 


A survey of pension and welfare plans in 
Canadian industry, published in May, 1950, by the 
Dominion Bureau of Statistics, attempted to discover 
the extent of prepaid hospital and medical care, among 
other employee welfare matters; but the scope of the 
study was admittedly limited. It did show that, in 
Ontario, excluding establishments operated by rail- 
ways, there were 166, 934 employees (in 1, 219 em- 
ployment units) covered by plans providing cash 
benefits for medical and hospital services. There 
were 103,621 employees (in 703 units) reported under 
plans providing medical care services; and 245, 214 
employees (in 2, 385 reporting employment units) 
covered by Hospital care plans. 


Prepaid Hospital and Medical Services Act, 1950 


In 1950 all hospital or medical nonprofit 
prepayment plans operating in Ontario were placed 
under the Superintendent of Insurance. The Prepaid 
Hospital and Medical Services Act, 1950, applies to 
any body providing hospital, medical, surgical, nurs- 
ing or dental services, or payment on a nonprofit pre- 
payment basis, but it does not apply to insurers 
licensed under The Insurance Act, nor to a pension 
fund and employees' mutual benefit society incorpor- 
ated under Part XVI of The Companies Act. Associ- 
ations or other bodies must be registered for the 
purpose, and the Superintendent of Insurance shall 
grant registration only if satisfied that the applicant 
is a bona fide association, that the contracts are fair 
and reasonable, and that the working capital and re- 
serves are adequate. 


Under the above authorities it should be 
possible to set up machinery for recording and publish- 
ing data on prepayment plans which would be helpful to 
all those interested in furthering the extension of such 


plans to those residents of Ontario notalready covered. 


Unfavourable Risks Proved Costly 


An example of the type of information which 
is invaluable in projecting such plans is contained in a 
1948 experience reported by the Ontario Hospital 
Association's Blue Cross Plan for Hospital Care. 
From 1941, when the Ontario plan was opened, until 
1946, enrolment had been confined largely to groups 
formed in places of employment, but in 1946 enrolment 
of special groups (Women's Institutes, farm forum, 
church and other organizations of a permanent nature 
which had been formed for other than recreational 
activities) was greatly extended. This was an attempt 
to make the Blue Cross plan available to those who had 
been previously ineligible, particularly those in rural 
areas; but by February, 1949, it was clear that it was 
bringing an unfavourable selection of risks, and enrol- 
ment of such special groups was suspended. Sixty per 
cent of the plan's 1948 operating loss of $767, 000 was 
a direct result of the high incidence of hospitalization 
among these special groups whose members represent- 
ed only 15 per cent of the plan's total enrolment. A 
nongroup contract was introduced in April, 1949, to 
offer Blue Cross coverage to those under 60 years of 
age who are self-employed, or employed where there 
are fewer than 10 on the staff. This new contract is 
subject to a health questionnaire and all applications 
are carefully underwritten with enrolment subject to 
exclusion and waiting periods. 


Comparison with State Plans 


It is clear that a program to provide 
complete hospital and medical care for the entire 
population would cost more than the partial pro- 
tection now provided for a part of the population by 
existing arrangements through voluntary, commercial 
and government plans. If existing plans provided 
all-inclusive coverage, including unlimited stay 
in hospital, payment of all charges for medical, dental, 
and nursing service, the cost of drugs, and the cost 
of treating pre-existing and certain other conditions 
now excluded, then their premium rates would have 
to be substantially increased. If existing plans did 
not exclude sections of the population who are poor 
risks, this would be another factor contributing to 
higher rates. Therefore it would be misleading to 
assume that the cost of existing pre-payment plans 
might be similar to that of an all-inclusive health 
insurance plan (see Volume I, Section A, Chapter 
XII of this report). 


Estimates of Health Expenditures During 1948 


The Survey Committee has made a con- 
servation estimate of the annual expenditures in 
Ontario for medical, dental and nursing services, 
hospitals, (including mental hospitals and tuberculosis 
sanatoria), for drugs (not including proprietary med- 
icines) and remedial appliances. The estimate, for 
1948, based on figures secured by the Committee and 
believed to be minimal amounted to approximately 
$43.00 per capita. 
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CHAPTER II 


GOVERNMENT ARRANGEMENTS FOR HOSPITAL AND 
MEDICAL CARE 


Medical Welfare Plan of the Ontario Medical Associ- 
ation 





In 1935 the Ontario Department of Welfare 
entered into an arrangement with the Ontario Medical 
Association to provide medical services to those 
residents of the province who receive mothers! allow- 
ance, old age pension, blind pension and direct relief. 


Under this arrangement the Department 
of Welfare pays to the Ontario Medical Association a 
specified sum per person per month on behalf of all 
those registered in the above four categories, regard- 
less of whether or not they have need of medical 
service at that time. In 1948 this monthly payment was 
raised from 57 to 83 cents per person covered under 
the plan, and it was 83 cents at the time of this survey. 
In return for this payment, physicians undertake to 
give medical care in the doctor's office or at home and 
to provide certain common drugs. When patients are 
treated inhospital, the physicians and surgeons are not 
paid for their services. 


During December, 1950, there were 138, 284 
persons in Ontario who were assured of the medical 
care provided under this arrangement. The number 
varied slightly from month to month during the year, 
but the monthly average worked out to 134,317. In 
the whole of 1950 there were 304, 804 patients treated-- 
an average of 25,400 per month. Many of the bene- 
ficiaries under this plan become patients in more than 
one month of a given year. 


Accounts rendered by participating physic- 
ians during 1950 totalled $1, 720,340; whereas the 
total amount paid by the Ontario Department of Welfare 
to the Medical Welfare Plan of the Ontario Medical 
Association amounted to $1, 337, 802.30. The deficit 
of $383,537.70 is made up by the following method 
of calculation. A "taxed fee" is determined by study- 
ing the average morbidity rate, and the average 
number of welfare calls by participating physicians 
across the entire province and by using this inform- 
ation in a formula which is intended to reduce any 
particular fees that Seem out of line with the general 
average. This "taxed fee" in 1950 worked out to 
$1, 444, 000--an amount which was still $86, 197. 70 
in excess of actual revenue received from the pro- 
vincial government for this work. This remaining 
deficit was resolved by paying to all participating 
physicians an amount equal to 85.72 per cent of their 
accounts rendered on the "taxed fee" basis. 


Accounts rendered by physicians on these 
welfare cases are on the basis of $2 per office call, 
and $3 per home visit. 


Persons covered in Ontario during 1950 
are summarized as follows: 


eae Number in Average Number per 
Roe bien hee 1950” Month During "1950 
Old age pension 90,861 87, 047 
Mothers' te 

allowance 23, 241 23, 241 

Blind pension 2,379 2, 298 
Direct relief 21, 807 21, 731 

Total 138, 284 134, 317 


Workmen's Compensation Board 


An estimated 1, 250,000 persons employed 
in the province of Ontario were eligible at the close 
of 1950 for compensation under the terms of the Work- 
men's Compensation Act (R.S.O. 1950, c.430 and the 
regulations). This entitles employees to compensation 
and medical aid on two grounds--by reason of injury 
arising out of an industrial accident, or by reason of 
disability resulting from an industrial disease. The 
Act and the regulations define precisely the conditions 
which determine whether or not an employee is en- 
titled by reason of accident or disease. 


The Board is a body corporate of three 
members appointed by the Lieutenant-Governor in 
Council (section 53). 


Employers who come within the scope 
of the Act are divided into two classes, listed in 
Schedules 1 and 2 in the regulations. Those in Schedule 
1 are required to contribute. a sum of money, the 
amount of which is assessed by the Board. These 
contributions are pooled and administered by the 
Board. Employers in Schedule 2 do not contribute 
to this fund out of which compensation is paid, but 
they are held individually liable for compensation 
and medical aid for those of their employees who 
become entitled thereto. 


The Workmen's Compensation Act was 
introduced in Ontario in 1915, and from that year 
until the end of 1950, some 2, 893, 159 claims had 
been paid, with benefits totalling $297, 327, 061. 
During the year 1950 there were 163, 723 claims 
settled, and benefits were paid to the value of $20, 487, 
396. 


Hospitals are expected to provide semi- 
private accommodation at the rates regularly charged 
the general public; and operating room, drugs, x-ray 
Service, physical therapy and medical service are 


361 


also paid for, subject to certain limitations and 
controls. 


Industrial Camps 


In 1950 there were approximately 48, 000 
workmen receiving accident and sickness protection 
at a maximum cost of £1 per month under the pro- 
visions of the Public Health Act covering employees of 
lumber camps, saw mills and construction and other 
industrial camps in the unorganized territories of 
northern Ontario. Some 331 contracts between 
employers and physicians were in effect, and 135 
contract physicians and 76 assistant physicians were 
employed thereby during 1949. 


Minor accidents and sickness -not requiring 
hospitalization may/be treated in small camp infirm- 
aries. Other cases are sent to hospital, the cost being 
paid by the physician under terms of his contract in 
some cases, or directly by the employer. The onus 
of making medical, surgical and hospital care avail- 
able rests on the employer, although the Department 
of Health must approve contracts between employers 
and physicians. The contract physician is empowered 
by the Department of Health to enforce public health 
regulations insofar as they pertain to communicable 
diseases. 

This activity is administered by the Division 
of Industrial Hygiene of the Ontario Department of 
Health. 
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CHAPTER III 
BLUE CROSS PLAN FOR HOSPITAL CARE IN ONTARIO 


The Ontario Hospital Association was in- 
corporated in January, 1941, under Letters Patent 
from the Provincial Secretary for Ontario; and under 
its charter it was authorized to operate a nonprofit 
hospital care prepayment plan. This plan was approved 
by the Blue Cross Commission sponsored by the 
American Hospital Association, and has since become 
Known as the Blue Cross Plan for Hospital Care. It 
is operated as a division of the Ontario Hospital Associ- 
ation. 


The plan had its origin in a motion passed 
by the Ontario Hospital Association board of directors 
in 1939, authorizing appointment of a committee "to 
recommend. ..ways and means of promoting a hospital 


care insurance plan in the province, sponsored by 
the Ontario Hospital Association in cooperation with 
the Academy of Medicine". The first group of sub- 
scribers was enrolled in March, 1941; and by the close 
of 1950 this plan provided coverage for 1, 467, 784 
residents of Ontario. 


During 1950, the Ontario Blue Cross Plan 
paid for more than $12 millions worth of hospital care. 
From the time of its inception until the end of 1950, 
its total payments on behalf of subscribers and their 
dependents amounted to close to $40 millions. 


Table I-2 traces in broad outline the growth 
of this plan over its first 10 years. 


TABLE I-2 
GROWTH OF BLUE CROSS PLAN FOR HOSPITAL CARE IN ONTARIO, 1941 to 1950* 


End of Number of Hospitalization 
Year Participants Provided Annually 


48, 000 
137, 000 
245, 000 
374, 000 
538, 000 
748, 000 
978, 000 

1, 239, 000 

1, 350, 000 

1, 467, 784 


10, 223, 000 
12, 093, 249 





General Reserve 
(Accumulated Totals) 


46, 000 $ 
300, 000 
644, 000 

1, 170, 000 

1, 884, 000 

2, 708, 000 

4,055, 000 

7, 017, 000 


12, 000 
86, 000 
360, 000 
684, 000 
1, 099, 000 
1, 364, 000 
1, 332, 000 
564, 000 
1, 698, 000 
3, 447, 190 


*Figures taken to the nearest thousand except in the case of 1950. 


In 1948, the base year of this survey, 
public general hospitals in Ontario (not including 
Red Cross Outposts or the Canadian Mothercraft 
Centre, Toronto) reported to the provincial govern- 
ment that Blue Cross had paid accounts on behalf 
of 100,917 patients, and covering 861, 360 days of 
hospital care. This represented 21.4 per cent of all 
patients treated in these hospitals during the year, 
and 17.9 per cent of the total days of care. 


The Ontario Blue Cross Plan itself re- 
ported 126, 727 individual accounts paid in the public 
general hospitals of Ontario in 1948, covering 979, 754 
days of hospital care. Of these accounts, 36, 374 
(28.7 per cent) were paid to Toronto hospitals; and 
these covered 301, 834 (30.8 per cent) of the days of 
care involved. 


It must be borne in mind, however, that 
the above figures reported by the Blue Cross Plan 
itself include payments to some private hospitals and 
nursing homes; a limited number of days‘ care on 
behalf of patients in tuberculosis sanatoria and in 
mental hospitals; and also a small but unknown number 
of emergency cases which were, in effect, out- 
patients. It would therefore not be conclusive to 
attempt to estimate from these figures the average 
length of stay or the average per diem payment. 


Taking the Blue Cross estimate that 91.3 
per cent of accounts paid in 1948 were on behalf of 
what may properly be described as in-patients; 
and that payments to public general hospitals made 
up 90.9 per cent of total cases and 89.3 per cent 
of total days paid that year, the following general 
estimates may be worked out. 
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TABLE I-3 


ESTIMATED USE OF PUBLIC GENERAL HOSPITALS IN ONTARIO 
BY BLUE CROSS PATIENTS IN 1948 








Public general hospitals in Toronto 






Remainder of public general hospitals 
in Ontario 


This 8.37 days' average length of stay 
is somewhat less than the average length of stay 
figure for all public general hospital patients in 
Ontario in 1948. This figure was 9.97 days (see 
Chapter V, Section A, Report of the Ontario Health 
Survey Committee, Volume ]). 


Inter-Plan Service Benefit Bank 


Late in 1950 the Ontario Blue Cross Plan, 
together with similar plans operating in eight other 
provinces, entered into agreement with the Inter- 
Plan Service Benefit Bank of the Blue Cross Plans 
of the United States. Under this arrangement sub- 
scribers to Blue Cross in Ontario are able to get 
the same coverage they would have in their own pro- 
vince if they should require hospitalization while 
visiting in another province or in the U.S. The bank is 
administered from Chicago. As of January, 1951, 
there were some 5, 000 hospitals in Canada and the 
U.S. honoring Blue Cross membership cards. 


Coverage Under Blue Cross Contracts 
Benefits under Blue Cross coverage at the 


Blue Cross Premium Rates 


Accounts Paid 


33, 209 


82, 493 


a 
All public general hospitals in 
Ontario 115, 702 968, 729 8.37 days 


Average 
Length of Stay 


8.69 days 


Days Paid 


298, 669 




















670, 060 8.12 days 


time of this survey include hospital bed, meals, and 
general nursing service; use of operating room, 

anaesthetic equipment and materials; routine clinical 
laboratory service; electrocardiography; routine 
biochemistry; basal metabolism test; ordinary drugs 
and medication; emergency treatment; half the cost of 
maternity care and the full cost of complications of 
pregnancy; oxygen therapy; glucose, dextoser and 
saline solutions; x-ray service up to $25 while in 
hospital; allowance for penicillin and streptomycin; 

and $1.00 for the admission x-ray chest film. Ori- 
ginally this plan provided 21 days of hospitalization 
per person per contract year. This was raised in 
1944 to 31 days, plus five extra days for each year 
of continuous participation up to a maximum of 51 
days per year. This has again been raised to 51 days 
in the first year, plus an additional 10 days for each 
year up to a total of 201 days. Tuberculosis and mental 
and nervous conditions are covered, but with a max- 
imum limit of 51 days inall. Convalescent care is 
provided for 14 days in certain convalescent hospitals, 
but this period may be extended up to 51 days for cer- 
tain orthopaedic conditions. 


Premiums effective March, 1949, were as follows: 


Payroll Deduction Groups 


Public Ward Semi-Private 


Single subscriber......... ae $0.95 per month $1.30 per month 
Subscriber, spouse and all 
children under 18 years.. $1.90 " a S27. H0R H 


Nonpayroll Deduction Groups 
and Group Conversion Subscribers 


Public Ward Semi-Private 


Single subscriber .......... $1.15 per month $1.55 per month 
Subscriber, spouse and all 
children under 18 years. . AA a $3.10 " a 
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CHAPTER IV 
PHYSICIANS’ SERVICES INCORPORATED 


Initiated by the Ontario Medical Associ- 
ation in 1948, Physicians' Services Inc. was set up 
as an independent, nonprofit organization with head- 
quarters in Toronto. Through it, groups of employees 
can arrange to prepay their medical, obstetrical and 
surgical expenses on a budget basis. 


The P.S.I. plans, at the end of 1950, had 
a panel of close to 3, 000 participating physicians-- 
roughly 2, 000 general practitioners and 1, 000 special- 
ists. At Dec. 31, 1950, the three plans reported a 
total of 47,982 subscribers, and coverage of 109, 841 
persons, including dependents. 


Patients covered by any one of the three 
plans have a free choice of physician. If they choose 
a general practitioner who has agreed to participate 
in P.S.I., the corporation pays directly to the doctor 
the amount set forth in the minimum schedule of 
payments approved by the Ontario Medical Association, 
and this constitutes payment in full for the condition 
under treatment. If the patient requires the services 
of a specialist and chooses one who has agreed to 
participate in P.S.I., the corporation will pay him 
on its prescribed basis, but the doctor is still at 
liberty to make an additional charge to the patient. 
If the patient chooses the services of either a specialist 
Or a general practitioner who has not undertaken to 
participate in P.S.I., the corporation pays to the 
patient the sum approved in the O.M.A. schedule, 
and leaves it up to the individual to settle his own 
account with his doctor. 


In September, 1950, Physicians' Services 
Inc. joined with the Ontario Hospital Association's 
Blue Cross Plan for Hospital Care to offer a package 
plan combining surgical, obstetrical, medical and 
hospital care. This was a new arrangement in addition 
to the two earlier plans outlined below. 


Medical Surgical and Obstetrical Care 


Enrolment in this plan is restricted to 
employee groups of at least 15, or 75 per cent of the 
total group, whichever is the greater. No medical 
examination is required, and there is no age limit, 
nor exclusion for chronic or pre-existing conditions. 
Employee, wife or husband, and unmarried children 
under 18 years of age may be included. 


In the case of confinements, including 
prenatal care, premature delivery or miscarriage, 
prior enrolment of both parents for at least 10 months 
is required. A waiting period of six months is required 
before tonsillectomy, herniotomy, or pelvic repair are 
covered. Refractions require a 10-month waiting 


period and not more than one examination in any 12 
months is provided. 


Exceptions under this contract are as 
follows: 


1 - Illness or accident provided for by the 
Workmen's Compensation Board or other government 
agency (including illness or conditions resulting from 
service in the armed forces). 


2 - Tuberculosis, mental illness, alcoh- 
olism, epilepsy, drug addiction, when the patient 
is confined to institutions for treatment or ought so to 
be. 


3 - Operations or treatment for beautify- 
ing purposes, and conditions not detrimental to bodily 
health. 


Benefits under this plan provide payment 
for the following services in office, hospital or home: 
diagnosis; medical care during illness and of the 
type usually provided by the physician chosen; con- 
finements, including prenatal and postnatal care; 
consultation, when authorized by the P.S.I. cor- 
poration; treatment of fractures and dislocations; 
X-ray, including cystoscopic and bronchoscopic x-ray, 
but not to exceed $35 in any one period of 12 months, 
exclusive of x-rays for fractures and dislocations; 
administration of anaesthetics, except caudal anaes- 
thesia in obstetrics; inoculations and other prevent- 
ive medical services; refractions; radiation, physical 
therapy and other special treatment authorized by the 
P.S.I. corporation. 


Premiums at the time of this survey were 
as follows: 


EMDpIOVGG 7. ails Gace tenn cies $1.50 monthly 
Subscriber and one dependent .. $3.50 : 
Subscriber and more than one 

dependentta verre cas te oe - $5.00 a 


Surgical and Obstetrical Care 


Enrolment in this plan is restricted to 
employee groups of at least five, or 75 per cent 
of the total group, whichever is the greater. Waiting 
periods are similar to and exceptions are identical 
with those in the preceding plan. 


Benefits apply to care by a physician in 
office, home or hospital, and they include: surgical 
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operations, confinements, including prenatal and 
postnatal care; treatment of fractures and disloca- 
tions; x-ray, including cystoscopic and bronchoscopic 
examination relative to surgical or obstetrical pro- 
cedures; anaesthetics relative to surgical or obstet- 
rical procedures, except caudal anaesthetic in obstet- 
rics; treatment of burns and lacerations if the sub- 
scriber is a bed patient in an authorized hospital for 
at least 24 hours and if the use of the operating room 
is required. 


Premiums at the time of this survey were 
as follows: 


Employee ..... bo Srgaraetde i seiec ack we Si $0.75 monthly 
Subscriber and one dependent .. $1.75 e 
Subscriber and more than 

one dependent ......0+-+-++ $2.90 " 


Surgical, Obstetrical and Medical Care "in Hos- 
pital" Plan 


This plan combines the benefits of the Blue 


Cross Plan for Hospital Care (see Chapter II of this 
section) with the following surgical, obstetrical and 
medical benefits of P.S.I. applicable when the sub- 
scriber is treated in hospital. Minimum enrolment 
requirements are on apercentage basis, sliding down 
from 100 per cent in a firm with 100 employees to 60 
per cent where there are 200 or more employees. 


In the case of this plan there is only one 
waiting period--both husband and wife must have been 
subscribers for a continuous period of 10 months before 


being eligible for benefits covering childbirth or 
conditions relative thereto. 


In this plan there are no exceptions made 
regarding illnesses such as alcoholism (or conditions 
resulting from it), venereal disease, mental disease 
(including epilepsy and psychoneurosis), unless the 
patient is confined to a special hospital or institution 
for the treatment of such conditions. 


This plan is essentially an in-hospital plan 
and conforms with the Blue Cross general require- 
ments for admission, etc., except in the case of 
fractures and dislocations when treatment given 
elsewhere than in hospital is paid for by P.S.I. 
Coverage is as follows: surgery, no waiting period 
required; confinements after 10-months' member- 
ship by husband and wife; fractures and dislocations 
in or out of hospital; administration of anaesthetics, 
except caudal and dental; cystoscopy and bronchoscopy, 
but not for diagnosis; burns and lacerations; con- 
sultations, one per admission; deep x-ray and radium 
therapy for malignancy, up to $150. 00 per certificate 
year; medical care, hospital illnesses only and up 
to 51 days in any one certificate year. 


Rates for Blue Cross are as alreadygiven 
for payroll deduction groups. The additional medical 
coverage was offered at the following extra rates 
at the time of this survey: 


Single subscriber ......c..+--- $1.00 monthly 


Subscriber plus one dependent.. $2.25 + 


Family. -ietsieca rs, 0.0 6 ape nts oa . Soaed a 
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CHAPTER V 
ASSOCIATED MEDICAL SERVICES INCORPORATED 


This nonprofit organization was established 
in 1937 to provide a combined medical and hospital 
care coverage for individual subscribers. Group 
coverage was introduced in 1946; and in 1949 a new 
individual plan, the "1600 Plan" was introduced to 
replace the original type of contract. 


As of Dec. 31, 1950, Associated Medical 
Services reported 31, 374 individuals covered under 
the "1600" and "900" plans (all but 1,632 under the 
former), and 55, 379 employees and their dependents 
covered on group contracts through their places of 
employment. These figures are for the whole of the 
A.M.S. operation in Canada, and they include approx- 
imately 1, 175 persons on individual contracts who 
were not resident in Ontario, and an estimated 1, 000 
group subscribers who should be eliminated from the 
Ontario count. It is estimated, therefore, that all 
A.M.S. plans covered approximately 84, 000 residents 
of Ontario at the close of 1950. 


A.M.S. 1600 Plan 


The "1600 Plan" is so called because it 
provided that each-subscriber and dependent covered 
can receive benefits up to the amount of $1,660 in any 
consecutive 12-month period. 


Any resident of Canada who is under the age 
of 55 years and in good health is eligible to make 
application. If married, such application must be made 
also for all members of the immediate family (husband, 
wife, unmarried sons and daughters under the age of 17 
years). 


Pre-existing conditions and conditions not 
interfering with bodily functions are among the ex- 
clusions. All applicants to this plan are subject 
to a two-month waiting period before they are entitled 
to any benefits; and for certain conditions the waiting 
period is longer. In the case of growths, thyroid 
conditions, ulcers, hernias and certain other condi- 
tions, the waiting period is six months; in maternity 
cases and abnormal conditions relating to pregnancy, 
the waiting period is 10 months; for removal of tonsils 
and adenoids it is 12 months; for menopausal and 
prostatic conditions two years. 


Benefits under this plan were reported at 
the time of this survey as follows: physicians' care 
while in hospital; surgery in or out of hospital; 
anaesthetics; medical care for proven fractures; 
childbirth in or out of hospital; x-rays for proven 
fractures in or out of hospital; hospitalization allow- 
ance up to $9 per diem; maximum overall coverage 
of $1,600 per person per year. This contract protects 


the subscriber while travelling, wherever the services 
of a registered medical practitioner are obtained. 


Premium rates on this contract at the time 
of the survey were as follows: 


Single subscriber (17 years and 


VET Wer 6 Se teee 0. FR $2.00 per month 
Parmaly ar pwow. cat, eee ey, $3.15 a " 
Family ofithree ss 2.08. 2.0.20. SHY25y +e 8 
Pay OLOUN vei s calac oa ales $6.50 " y 
Each additional dependent..... 51-0050" x 


A.M.S. 900 Plan 





This is essentially the "1600 Plan" without 
hospitalization benefits. It is so named because 
those covered under this contract may receive benefits 
up to the amount of $900 per person in any consecutive 
12-month period. 


Eligibility, exclusions and waiting periods 
are identical with those of the '1600 Plan"; and benefits 
allowed for medical care are the same. The only 
difference is that no allowance is made to cover the 
cost of hospital accommodation. 


Premium rates on this contract were re- 
ported as follows: 


Single subscriber .......... $1.30 per month 


Family oD two. «ce eee S2°600% a 
Family of threesic Vee dace a $3. 60.2 ui 
Each additional dependent... SUF Da uy 


A.M.S. Group Medical Service Plan 


This group plan, first offered in 1946, 
provides for doctors’ services while in hospital 
for medical, surgical, consultative and radiological 
work, and for the services of an anaesthetist. 


Benefits provide a $50 allowance for 
maternity and pregnancy care either in or out of 
hospital; care for proven fractures in or out of 
hospital; and suturing in or out of hospital. Hos- 
pital allowances are optional, with benefits of $7 
per diem for medical and surgical conditions; $6 
per diem for obstetrical care; and a $10 allowance 
for each use of the operating room. This hospital 
allowance does not cover the first two days unless 
an operation is required. 


Maximum hospitalization benefit is 100 


days per person in each 12-month period; and with 
these special limitations--normal maternity cases, 
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8 days; Caesarean section, 10 days; miscarriage or 
abortion, 2 days. 


Maximum allowance for doctor's services 
on behalf of the subscriber and each dependent is 
$800 in each consecutive 12 months. 


There is a 10-month waiting period on 
maternity coverage otherwise contracts begin at the 
first of the month following enrolment. 


Premium rates at the time of this survey 


were: 
Without With — 
Hospitalization Hospitalization 
Single 
employee.. $0.70 per month $1.10 per month 


Employee and 


one dependent $1.65 " ‘s $295.0" n 
Employee and 

more than one 

dependent... $2.40 " a $3.10 5% . 
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CHAPTER VI 
COOPERATIVE PREPAYMENT PLANS 


The Rochdale Hospitalization Plan, es- 
tablished in Oxford County in 1943, was the first of 
the 39 cooperative hospitalization and surgical benefit 
organizations which had become associated with the 
Co-operative Medical Services Federation, Toronto, 
by Dec. 31, 1950. 


The 39 cooperative organizations in exist- 
ence at the time of this survey had some 41, 000 
members and offered protection to 124, 200 members 
and dependents, 


These plans are primarily rural in their 
membership, favoring organization by geographic 
units--counties, school sections or concessions. 
There are, however, urban memberships in Wood- 
stock, Hamilton and Toronto, one of the largest being 
the Cumba Co-operative Health Service, which had a 
membership of about 11,000 at the end of 1950. Some 
groups were on a club or employment group basis. 


The various county and district organiza- 
tions are voluntarily federated under the Co-operative 
Medical Services Federation, although they remain 
autonomous with respect to benefits offered and pre- 
miums levied. 


General Pattern of Benefits 


Benefits offered under the cooperative 
arrangements conform broadly to a common pattern 
which may be summarized as follows: 


Hospital accommodation, either public 
ward or semi-private, at a cost not to exceed a 
fixed amount ($3.00 to $4.50 per diem for public 
ward and $4.00 to $8.00 for semi-private). Number 
of days hospitalization permitted in the contract year 
ranges from 31 to a variable number dependent upon 
length of membership (achieving a maximum after 15 
years of 205 or 210 days of active treatment hospital 
care). The usual figure appearing in these contracts 
is 31 days. 


Use of the operating room, anaesthesia 
equipment and materials; dressings and plaster 
casts; ordinary drugs and medications (some now 


provide penicillin and other speciai drugs, glucose, 
saline and oxygen therapy up to a total specified 
amount, usually $10 to $25 in any one hospitalization); 
electrocardiographic films; routine clinical pathology 
and biochemistry services; interne service if avail- 
able; basal metabolism tests; emergency service only 
following an accident; x-rays in cases of accident 
emergencies limited to $25 (available in the higher 
priced plans only); maternity care (limited as to 
duration and costs and after 12 months of member- 
ship). 


Certain exemptions from benefits are 
usually listed in these co-operative contracts-- 
Workmen's Compensation cases, venereal diseases, 
veteran's care, tuberculosis, mental disease, 
abortion, and attempted suicide. Waiting periods are 
stipulated for certain elective surgicial operations 
such as tonsillectomy, herniotomy, and pelvic repair. 


At least one of the urban plans also has 
a surgical benefit contract providing payment for: 
surgical operations; confinements (in or out of hos- 
pital) including prenatal and postnatal care; diagnostic 
X-rays up to $25 per year; cystoscopic examinations; 
treatment of fractures and dislocations; treatment of 
burns, bruises, lacerations and sprains when treated 
in the operating room and if, of necessity, confined 
as a bed patient for at least 24 hours; and the assistant 
at operations. 


Range of Premiums Charged 


Rates of these cooperative plans vary 
within the following limits: 


(1) Plans paying $6 to $8 per diem for 
room plus other detailed benefits--$24 to $30 per 
family per year; 


(2) Plans paying $4.50 per diem for room 
plus other detailed benefits--$17 to $20 per family 
per year; 


(3) Plans paying $3 per diem for room 
plus other detailed benefits--$12 to $15 per family 
per year. 
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CHAPTER VII 
WINDSOR MEDICAL SERVICES INCORPORATED 


Organized by the Essex County Medical 
Society in 1937, this plan was granted a charter as a 
nonprofit corporation and began operations in July, 
1939. It is now sponsored by the Essex and Kent 
County medical societies and has been endorsed by 
the Ontario Medical Association. The board includes 
both medical and nonmedical members, and it serves 
Essex and Kent counties and a part of Perth County. 
The Windsor plan at the time of this survey allowed 
payment to doctors at 90 per cent of the total account. 


There were no income limits for sub- 
scribers, provided they could join through a group; 
and extra billing by either specialist or general 
practitioner was not allowed if the subscriber was 
a single man with a gross income less than $3, 000 per 
year, Or married with an income of less than $6, 500. 
When a patient's income exceeded these limits, doctors 
were permitted to send extra bills direct. 


Two contracts were offered as outlined 
below. 


Surgical and Obstetrical Contract 


This was first offered in 1945 to groups of 
five or more. It provided the following benefits: 
surgical services; treatment of fractures and dis- 
locations including x-ray; diagnostic x-rays up to 
$35 per year and exclusive of x-rays for fractures 
and dislocations; anaesthetists and assistants at 
operations; confinements; cystoscopy and bronchos- 
copy. There was a 10-month waiting period for 
elective surgery. 


Premiums for this contract were: 


Male employee......eeeeeeeoes $0.90 per month 
Female employee......... sts pace le oD mee 
Employee, spouse and 

unmarried children under 

18 Vearss aceon te eat pine Oe :. 


There were 1,560 enrolled under this plan 
as of May, 1950. 


Complete Medical Plan 


This plan had an enrolment of 87, 000 by 
September, 1950, and it offered the following benefits; 
office, home and hospital service for all types of 
illness; surgical procedures; x-rays; anaesthetists and 
operative assistants; confinements, including prenatal 
and postnatal care; electorcardiograms and basal 
metabolism tests; consultations with specialists; 
annual medical examinations; and optical refractions 
once a year. 


For chronic and pre-existing conditions, 
including elective surgery, there was a waiting period 
of six months; for confinements and complications of 
pregnancy, 10 months. Enrolment was by groups of 
not fewer than 15. There was provision under this 
plan for carrying on a contract on a pay direct basis 
after a subscriber leaves employment with the group 
in which he enrolled. There were 6, 391 of these pay 
direct contracts in force in September, 1950--in- 
cluded in the total enrolment of 87,000 noted above. 


Premiums for this plan were: 


Group Pay Direct 
Subscriber $1.85 per month $2.00 per month 
Spouse $1255 0e) " $27 00g = 
First child $1730"" re cst | “y 
Second child Si e0* ie SLO 4 
Third child $0.90 " mes $9: OO een p 
Fourth child No charge for $1000" " 
additional 
children 
Fifth child No charge for 
additional 
children 
Adult dependent $1.85 per month $2.00 per month 
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CHAPTER VIII 
PREPAYMENT PLANS IN NORTHERN ONTARIO MINES 


A number of mines in northern Ontario 
have developed their own arrangements for the pre- 
payment of hospital and medical expenses. The 
examples which follow involve a participating contract 
toward which both employer and employee make 
contributions. The three plans summarized in this 
chapter represented protection against hospital and 
medical expenses for some 20, 650 persons (employees 
and their dependents). 


Hollinger Employees' Medical Services Association 


This plan, organized at Timmins in 1937, 
is sponsored by the employees of Hollinger Mine 
with the assistance of the management. Its board 
of directors comprises two employee representatives, 
One mine management representative, and two physic- 
ians; and in addition there is an employees' committee 
of nine members and a medical advisory committee 
of five, elected by the member doctors in conjunction 
with the medical supervisor. At last report, there 
were 2,100 employees enrolled, who with their de- 
pendents represented 7,450 persons covered. Expendi- 
tures total about $120,000 annually, and costs of ad- 
ministration run to about five and one-half per cent. 


Benefits of the Hollinger plan include the 
following: medical and surgical services in the home, 
office or hospital; public ward hospitalization with 
no limit as to the number of days; necessary x-rays 
in or out of hospital; services of special nurses and 
also V.O.N. service in the home; a limited list of 
special drugs such as penicillin, insulin, oestrogenic 
substances, streptomycin, and liver preparations; 
laboratory services such as basal metabolism tests, 
electrocardiograms and general pathology services 
in or out of hospital; services of specialists and 
necessary public ward care in hospital in outside 
centres where patients may be sent under direction of 
the medical committee and the medical supervisor. 


Rates at the time of this survey were: 


Singleman $2.00 per four-week period (13 periods 
per year) 

Married man $3.15 per four-week period (13 periods 
per year) 


Effective July 15, 1950, an additional 
assessment was made of 35 cents per period for 
single men and $1.00 per period for married men; 
and this assessment is to be continued, reduced or 
reimposed at the direction of the board of directors 
and depending upon the financial condition of the 
association. There is also a surcharge to the sub- 
scriber of 50 cents for each home or office call, up 
to a maximum of $3.00 per period. 


The mine management contributes $1.10 
per period per member. 


Porcupine Mines Employees! Medical Services As- 
sociation 


Organized and operated in the same way as 
the Hollinger Association, this plan reported an enrol- 
ment of 3,700 employees of 10 producing mines, who 
with their dependents comprised a group of 12,000 
people. Its board of directors is made up of three 
employee representatives, one mine management 
representative, and three doctors. Coverage offered 
is identical with that of the Hollinger Association, but 
the Porcupine group operates on a monthly basis rather 
than by four-week periods. 


Ross and Young-Davidson Mines 


Two other mines under the control of 
Hollinger Consolidated Gold Mines Ltd., Ross and 
Young-Davidson, both have plans similar in coverage 
to the Hollinger Association plan. In both cases 
it was reported that there were 150 employees cover- 
ed. With dependents the total number of persons 
covered would have been about 1, 200. 
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CHAPTER IX 


GROUP HOSPITAL-MEDICAL INSURANCE PLAN OF THE 
FEDERAL PUBLIC SERVICE 


During 1950 four Canadian commercial 
insurance companies jointly presented a group hos- 
pital and medical insurance plan to the federal civil 
servants of Canada. These four companies are: 
Confederation Life Association, The Great-West 
Life Assurance Company, The London Life Insurance 
Company, and The Mutual Life Assurance Company 
of Canada. The plan is administered by the latter 
company. It went into operation Dec. 1, 1950. 


All men and women employed in any branch 
or department of the Public Service of Canada are 
eligible to participate, six months’ service being a 
requirement before their application is effective. 
Subscribers who became members of the plan when 
they were first eligible, or who have been members 
for at least 10 years, may continue to subscribe 
after superannuation. Married members are required 
to enroll their dependents (spouse and unmarried 
children under 21 years). 


Benefits of this plan are payable only with 
respect to a nonoccupational accident or sickness, 
that is, where there is an accident or a sickness not 
provided for under any Workmen's Compensation Act 
or similar compensation arrangement. Hospitalization 
benefits are payable if the insured is confined as a 
patient, with the approval of a licensed physician, 
in a licensed hospital. Except in the case of emergency 
treatment, confinement to hospital must be for a 
minimum of 18 consecutive hours if hospitalization 
benefits are to be payable. 


Benefits Under Federal Public Service Plan 


Benefits under this plan may be summarized 
as follows: hospitalization up to $6 per diem, witha 
maximum of $420 for any one period of disability; 
payment up to a maximum of $60 in any one period 
of hospitalization to cover special hospital services 
including the anaesthetist's fee; surgical benefits 
up to the maximum specified on the plan's schedule 
of operations (where more than one operation is per- 
formed during one period of disability, the maximum 
payable for all operations is $200); medical benefits 
include payments up to $3 per physician's visit to the 


insured in hospital during the period for which the 
hospital benefit is payable, and up to a maximum of 
$100 for any one period of disability (where the sur- 
gical benefit fee applies, it is intended to include the 
physician's visits on or after the date of the operation); 
during the 31 days following discharge from hospital 
after at least seven days' confinement, provision is 
made for three appointments with the attending phy- 


- sician--$3 per house call, $2 per office call; applic- 


able only to the wife of a member of the plan, the 
maternity benefits provide a maximum of $50 for 
hospital care and $50 for delivery of the child or 
children (other benefits up to $100 are payable in 
the event of abnormal conditions). 


Partial benefits are also obtainable under 
this plan in cases where employees may be entitled to 
benefits under a compulsory provincial or municipal 
hospitalization plan. In such cases, where the hos- 
pitalization part of this contract is not applicable, a 
special benefit up to $15 is provided to cover the 
services of an anaesthetist in the event of an opera- 
tion. 


Schedule of Contributions 


The following rates applied at the time of 
this survey to active members of this plan: 


With Without 
Hospitalization Hospitalization 
Without de- 
pendents...... $1.60 per month $0.80 per month 
With dependents $5.50 " t $3.00 " n 


After superannuation, the following rates 
were applicable in the case of subscribers continuing 
to qualify for membership in the plan: 


With Without 
Hospitalization | Hospitalization 
Without de- 
pendents...... $2.40 per month $1.20 per mon 
With dependents $6.65 " "Sos Oe ee : 
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CHAPTER X 


PREPAID HOSPITAL AND MEDICAL PLANS UNDER SOME 
OTHER AUSPICES 


Accident and Sickness Companies 


At the time of this survey the total number 
of persons in Ontario who were covered by accident 
and sickness insurance underwritten by commercial 
companies was not known. Five of the larger com- 
panies writing business in this field, however, est- 
imated that their contracts covered some 300, 000 in- 
dividuals. 


These companies offer various benefits 
or indemnities applicable to the costs resulting from 
accident or sickness. Both hospital and surgical 
coverage may be included in the contracts. The 
average amount paid for hospital care varies with 
the company and the policy, but generally speaking 
it ranges between $5 and $7.90 per diem. 


Group Contracts from Life Insurance Companies 


The Canadian Life Insurance Officers' 
Association reported that at the time of this survey 
there were approximately 600, 000 persons--em- 
ployees and their dependents--covered by group 
hospitalization contracts issued by member life in- 
surance companies and two associated casualty com- 
panies. 


The same group of companies indicated 
that about 550, 000 persons were covered by group 
surgical contracts in addition to hospitalization in- 
surance. 


Fraternal and Mutual Benefit Societies 


Latest available figures at the time of this 
survey were for the year ending Dec. 31, 1949, and 
at that time there were 29, 500 certificates in force 
providing sickness, accident and funeral benefits to 
members of the central lodges of 20 fraternal .socie- 
ties. There were also some 75,500 members of 
mutual benefit societies, and an estimated 90 per cent 
of these memberships involved a form of prepaid 
sickness coverage. 


On the basis of this, the only information 
obtainable on such coverage in Ontario, it seems a 
reasonable assumption that the minimum number of 
persons obtaining some degree of protection against 
accident and sickness costs at the end of 1949 was 
97,450. It seems probable that the number would 
have been in excess of this had it been possible to 
obtain an accurate count of all such coverage, in- 
cluding that obtained through the subordinate lodges 
in other parts of the province. 
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PUBLIC HEALTH SERVICES 
SUMMARY 


In the province of Ontario, with some 
412, 582 square miles and a population in excess of 
4+ millions the task of supplying public healthservices 
is a formidable one. Ontario has a land area of 363, 282 
Square miles and an average density of population of 
12.13 per square mile, ranging all the way from . 24 
per square mile in the lakehead zone (including Patricia 
portion), to 690 per square mile in the Zone which 
includes York, Peel, and Halton counties. 


According to the Ontario Bureau of Statistics 
and Research, there were 1, 190, 300 households ("a 
Single person or a group living in one housekeeping 
community") in the province in 1948; and these are 
scattered across 959 incorporated municipalities and 
11 territorial districts. The distribution of the house- 
holds by regions and counties is shown in Table J12. 
Bringing health services, primarily of a preventive 
and educational nature although including some treat- 
ment, within reach of these people, wherever they 
may live, is a public health job. Inevitably this has 
been done more successfully in some parts of the 
province than in others; but gradually the geographic 
and economic barriers in the way of this work are 
being overcome. 


The provincial Department of Health spent 
$24, 044, 552.69 during the fiscal year ended March 
31, 1950; and an additional $15, 781, 376.17 was paid 
out of the Hospital Aid Fund in building and main- 
tenance grants to public hospitals and tuberculosis 
sanatoria. The Department of Health paid $7, 465, 
250.00 into the Hospital Aid Fund, which amount is 
included in the $24, 044, 552.69 total expenditure 
noted above ($4, 015, 250.00 is entered as an expend- 
iture of the Division of Tuberculosis Prevention, and 
$3, 450, 000. 00 is entered under the Public and Private 
Hospitals Division). Therefore, the total expenditures 
of the Ontario Department of Health during the fiscal 
year ended March 31, 1950, and including building 
and maintenance grants paid to public hospitals and 
sanatoria, amounted to $32, 360, 678. 86. 


The Hospital Aid Fund has been abolished 
(see Volume I, Section A, Chapter II, Report of the 
Ontario Health Survey Committee), and grants to 
hospitals and sanatoria are now made through the 
Ontario Department of Health out of the Consolidated 
Revenue Fund. 


Of the total expenditure of $32 360,678. 86, 
more than 50 per cent was spent on fewer than 29, 000 
persons--patients in Ontario mental hospitals and 
tuberculosis sanatoria. In other words, less than one 
per cent of the population received the benefit of more 
than 50 per cent of the total provincial health ex- 
penditures. The mental health service is by far the 


/ 


most costly of the public health services. Approx- 
imately 80 per cent of all expenditures of the Ontario 
Department of Health for salaries in the fiscal year 
ended March 31,1950, was for mental hospital em- 
ployees. In May, 1951, full-time employees in the 
mental hospitals division numbered 4, 186 of the 4, 795 
total in the Department of Health. 


This is not to suggest that too much was 
spent on either of these groups of patients. Section B 
of Volume I of this report, dealing with mental health 
facilities and services, pointed out the need which 
exists for additional mental hospital beds, psychia- 
trists and mental health clinics to bring the service 
up to minimum standards. (The care of tuber- 
Culosis patients presented a more satisfactory picture 
as can be seen in Section G, Volume I). 


At the time of this survey, there were 
two distinct types of local public health administration, 
the local boards of health of individual municipal- 
ities, and the health unit. In 1948 the latter, com- 
prising one or more municipalities by virtue of their 
form of organization and administration, received 
$440, 744.60 in provincial assistance (an amount 
equal to approximately 70 per cent of their own ex- 
penditure on public health measures). (In the fiscal 
year 1949-50 this provincial assistance amounted to 
$454,679.92.) The former, municipalities not org- 
anized into health units, received no such grant, 
although both may be supplying the same kind of ser- 
vice to their residents. In Chapter IV, this section 
of the report goes on to point out that the province by 
spending another $13 millions could put its grants in 
aid of municipal public health services on a more 
equitable basis. 


Public health programs have over the 
years received substantial assistance from various 
voluntary associations. Many groups both large and 
small are working unceasingly in the interests of the 
health of Ontario's people. To set down the actual 
sum of money their various activities absorb ina 
given year would be difficult, because some of the 
voluntary organizations are provincewide in coverage, 
many are local, and several are national in character 
and do not assess the proportion of their activities 
affecting only Ontario. 


Some measure of this voluntary public 
health contribution may be indicated by considering 
one group, the service clubs. The Survey Committee 
secured information from 114 service clubs in the 
province which showed that they had spent $497, 666. 69 
on health activities in 1948. Some of these clubs have 
been active for as long as 30 years and they have a 
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continuous record of contributions to this type of 
work. 


The service clubs and many other volun- 
tary organizations have also contributed an inestimable 
volume of timeand energy to the raising of the general 
level of health in the province. 


Public health, concerned as it is with the 
health of every member of the public, is universal in 
scope and impact. Everybody benefits by its improve- 
ment, and everyone suffersif the effort to improve the 
general level slackens. It has heavy economic as well 
as social implications; and for this reason too much 
stress cannot be laid upon its efficient organization and 
administration. Judging from the paucity of inform- 
ation which some of the voluntary organizations were 
able to supply to the Survey Committee, and in the 
absence of any system of reporting to the government, 
it is difficult to be satisfied that the monies donated by 
or collected from the public are always spent to the 
greatest public benefit (see Volume I, page 105). 


The public, which in the last analysis pays 
the bill and which stands to gain or to lose by the 
efficiency of public health services, has the right to 
assurance that its best interests are being served in 
the vast and complex field of public health. 


Information relating to the health problems 
created by motor vehicle accidents is contained in 
Table J13. In Ontario, during the year 1950 there were 
20, 731 persons injured; there were 791 fatal injuries 
and 19, 940 nonfatal injuries. Consideration of the 
nonfatal injuries as shown in the table reveals the 
extent to which these accidents increase the load on 
the treatment facilities of the province. The fact 
that these cases require immediate emergency service 
further adds to the strain on hospital facilities and 
services. Most of the injured persons require at least 
emergency examination and some treatment. A large 
proportion require x-ray examination and hospitaliz- 
ation, for example, 326 persons suffered fractured 
skulls, 86 fractured spines, 3, 039 other fractures, 518 
concussions of the brain, and 262 internal injuries. A 


TABLE J1 


CHIEF CAUSES OF DEATH FOR ALL AGES IN ONTARIO, AVERAGE, 1944-1948 


International 
List Numbers 


Cause of Death 


Diseases of the heart 

Cancer® (all forms) 
Intracranial vascular lesions 
Accidental causes 

Pneumonia, bronchitis & influ. 


Nephritis 

Prematurity 
Tuberculosis (all forms) 
Diabetes mellitus 
Diseases of the arteries 


Congenital malformations 
Injury at birth 

Suicide 

Senility 

Diarrhoea, enteritis & dys. 


Other dis. peculiar to infancy 
Hernia & intestinal obstruction 
Ulcer of stomach & duodenum 
Diseases of the prostate 
Syphilis 


All other causes 


X Including Hodgkin's disease, leukaemia, etc. 


90-95 
45-55, 44b, 74 


33, 106-109 


130-132 
159 


27, 119, 120 


Specific 
Death Rate 
Per 100, 000 
Population 


Average 

Annual 
Number 
of Deaths 


Per Cent 
of Total 
Deaths 


bw Sf O10 NOON SL 


ocooe oc 


158, 161 
122 
117 
137 


30 





Source: Medical Statistics Branch, Ontario Department of Health. 
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proportion of the less seriously injured also needed 
examination and hospitalization. 


The chief causes of death in Ontario are 
shown in Table J1. The 20 causes listed contributed 
92.0 per cent of all deaths recorded during the five- 
year period. 


Causes of Death - Infants 


Chief causes of death among infants under 
the age of one year are shown in Table Jl-a. These 
are based on the average number of deaths from 
various causes over the years 1944 to 1948. 


TABLE Jl-a 
CHIEF CAUSES OF DEATH AMONG INFANTS UNDER ONE YEAR OF AGE, ONTARIO, 1944-48 


Cause of Death 


Prematurity 

Congenital malformations 
Pneumonia, bronchitis and 
influenza 


Injury at birth 

Other diseases peculiar to early 
infancy 

Diarrhoea, enteritis and dysentery 
Accidental causes 

Congenital debility 

Other causes 


KA Rate per 1,000 live births. 


Causes of Death - Children and Adults 





In preschool age children (one to four 
years), accidental causes claimed the greatest number 
of lives (an average of 171, or 28.3 per cent in the 
years 1944-48). Pneumonia, bronchitis and influenza 
as a group ranked second with 113 deaths, and this 
group plus accidents caused nearly half of all deaths 
among preschool children. Tuberculosis was report- 
ed as the cause of 4.5 per cent of all child deaths in 
this age bracket. 


Among schoo!|-age children (five to 14 
years), accidents caused an annual average of 207 
deaths (39.5 per cent of the group total of 524). 
Tuberculosis ranked second with 41 deaths, and cancer 
third with 36 deaths. Then followed the pneumonia, 
bronchitis and influenza group (35 deaths), and con- 
genital malformations (20 deaths). 


In the adolescent years, 15-19, accidental 
causes still. ranked first (35.8 per cent of the total). 
Tuberculosis ranked second with 55 deaths, female 
exceeding male deaths much the same as at ages five 
to 14 years. Together these two causes accounted 
for 50.8 per cent of all deaths at ages 15-19 years. 
Total deaths from all causes for this group amounted 
to an annual average of 367 in the periodunder study. 


Accidental causes, tuberculosis and cancer 





Annual& 

Specific 
Death 
Rate 


Average 

Annual Per Cent 
Number of 
of Deaths Deaths 


were the three leading causes in the 20-29 age group. 
Over one quarter of the annual average of 974 deaths 
at these ages were attributed to accidental causes with 
a ratio of six male deaths to every female death. 
Tuberculosis in second position accounted for 178 
deaths or 18.3 per cent of the total. Cancer ranked 
third with 7.3 per cent of the total. Sixty-two deaths 
or 6.4 per cent of the total number were attributed 
to diseases of the heart. 


In the 30-39 group, accidents remained 
the leading cause of death with 211 or 16.0 per cent 
of the annual average of 1, 320 deaths attributed to 
these causes. The sharp male excess (6:1) still held 
at these ages. Diseases of the heart in fifth position 
in the age group 20-29 years, advanced to second 
position in the age group 30-39 years and accounted 
for 200 deaths or 15.2 per cent of the total at these 
ages. Cancer contributed 198 deaths or the annual 
average of 15.0 per cent; while tuberculosis in fourth 
place was responsible for an average of 164 deaths 
per year or 12.4 per cent of the total. 


By the ages 40-49 diseases of the heart 
began to occupy first position. The average annual 
number of deaths classified attributed to these dis- 
eases was 653, over one quarter of all deaths in this 
age group. Cancer now assumed second place with 
529 deaths or 21.4 per cent of the average annual 
total of 2,467 deaths. Accidental causes, now jn third 
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position, contributed 224 deaths or 9.1 per cent of the 
total. 

Among persons of 50-69 years of age, dis- 
eases of the heart, arteries and kidneys were the 
leading causes of death with cancer in second position. 
At these ages one death in every five was attributed 
to cancer. Accidental causes, tuberculosis, pneumo- 
nia, bronchitis and influenza follow. At ages 50-69 
years male mortality from tuberculosis exceeded that 


for females in the ratio of nearly 4:1. At ages 70 and 
over, 65.4 per cent of all deaths were classified as due 
to diseases of the heart, arteries and kidneys, followed 
in importance by cancer, pneumonia, bronchitis and 
influenza, and diabetes mellitus. 


The charts which follow give evidence of 
the progress which has been made in Ontario in the 
control and prevention of certain diseases. 


TABLE J1i-b 
CHIEF CAUSES OF INFANT MORTALITY IN ONTARIO 
1915-19, 1925-29, 1935-39 and 1945-49 


CAUSE OF DEATH 


Years 1915 - 1919 


Pneumonia, bronchitis and influenza 
Diarrhoea, enteritis and dysentery 
Convulsions 

Congenital malformations 

Whooping cough 

Meningitis 

Tuberculosis (all forms) 

Measles 

Diphtheria and croup 

Other causes 


CODAIMMhONH 


_ 


Years 1925 - 1929 
Prematurity 


Diarrhoea, enteritis, and dysentery 
Congenital malformations 


Injury at birth 


Whooping cough 
Convulsions 
Accidental causes 
Other causes 


1 
2 
3 
4 
4) 
6 
7 
8 
9 
10 


Congenital debility, icterus, and sclerema 


Pneumonia, bronchitis, and influenza 


Congenital debility, icterus, and sclerema 


Other diseases peculiar to early infancy 


Rate Per 
1, 000 
Live 

Births 


Average 

Annual 
Number 
of Deaths 


Per Cent 
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Years 1935 - 1939 
Prematurity 


Congenital malformations 
Diarrhoea, enteritis, and dysentery 
Injury at birth 


Congenital debility 

Whooping cough 

Accidental causes 

Diseases of the thymus gland 
Other causes 


_ 
owuwuMmsAONhWDY 


Years 1945 - 1949 


Prematurity 
Congenital malformations 


Pneumonia, bronchitis, and influenza 


Injury at birth 


Other diseases peculiar to early infancy 


Diarrhoea, enteritis, and dysentery 
Accidental causes 

Congenital debility 

Diseases of the thymus gland 
Whooping cough 

Other causes 


Medical Statistics Branch 
Department of Health for Ontario 


Pneumonia, bronchitis, and influenza 


Other diseases peculiar to early infancy 
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Charts on the following three pages sh the trends in certain communicable 
diseases in Ontario, 1901-1948. 


CHART Jl 
WHOOPING COUGH IN ONTARIO 
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CHART J2 
DIPHTHERIA IN ONTARIO 





Rates per 100,000 Population 
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CHART J3 
TYPHOID FEVER IN ONTARIO 


Rates per 100,000 Population 
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CHART J4, 
SCARLET FEVER IN ONTARIO 


Rates per 100,000 Population 
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CHART J5 
MEASLES IN ONTARIO 


Rates per 100,000 Population 
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CHART J6 
TUBERCULOSIS IN ONTARIO 


Rate per 100,000 Population : 
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TABLE Ji-c 
COMMUNICABLE DISEASE STATISTICS FOR ONTARIO, 1901-1949 




































Reported Cases Reported Deaths 

Rate& Number Rate% 
Diphtheria 
1900-1904 11, 967% 133. 89% 3,481 a y- 
1905-1909 12, 041 100. 78 2, 186 18.30 
1910-1914 12, 496 Sy A | 2,011 15.65 
1915-1919 16, 875 121.80 2, 008 14.49 
1920-1924 22, 190 149. 14 2,447 16.45 
1925-1929 15, 374 95.45 1, 250 aap 
1930-1934 7, 962 45.90 511 2.99 
1935-1939 1,522 8. 36 118 0.65 
1940-1944 678 3.51 68 0.35 
1945-1949 1,165 5.99 112 0.53 
Whooping Cough 
1900-1904 n.a. - 868 7.81 
1905-1909 4,008 33.54 1, 143 9.57 
1910-1914 3,500 27.24 1, 242 a, 16% 
1915-1919 8,292 59. 85 1,229 8.87 
1920-1924 11, 728 78.82 pags Sa 9.08 
1925-1929 20, 076 124.65 1, 068 6.63 
1930-1934 26, 916 155. 16 783 4.51 
1935-1939 35, 185 193. 36 923 pane it 
1940-1944 26, 672 138.19 356 1.84 
1945-1949 12, 243 58.29 161 WO A 6 

a 

Typhoid Fever 
1900-1904 3, 816% 
1905-1909 11, 583 
1910-1914 9,817 
1915-1919 4,259 
1920-1924 4,512 
1925-1929 3, 760 
1930-1934 2, 864 
1935-1939 1, 156 
1940-1944 539 
1945-1949 317 
Scarlet Fever 
1900-1904 11, 748% 3. 
1905-1909 12, 216 5. 
1910-1914 16, 053 Ti 
1915-1919 11, 502 as 
1920-1924 26,011 2. 
1925-1929 26, 743 2. 
1930-1934 27, 034 ie 
1935-1939 33, 879 I. 
1940-1944 36, 940 0. 
1945-1949 16, 065 0. 


& Rate per 100, 000 of population. 
x These figures are for the four-year period 1901-1904. 
x These figures are for the three-year period 1902-1904. 
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TABLE Ji-c (Cont'd) 


COMMUNICABLE DISEASE STATISTICS FOR ONTARIO, 1901-1949 


Reported Cases Reported Deaths 


Measles 


1900-1904 
1905-1909 
1910-1914 
1915-1919 
1920-1924 
1925-1929 
1930-1934 
1935-1939 
1940-1944 
1945-1949 


COPPA UAA SD 


Tuberculosis Tuberculosis 


Records in the Tuberculosis 1900-1904 
Prevention Division show ~ 1905-1909 
newly discovered active cases 1910-1914 
of tuberculosis reported to 1915-1919 
the Ontario Department of 1920-1924 
Health for the four-year 1925-1929 
period 1947-50 as follows: 1930-1934 

1935-1939 
1947 - 1,468 1949 - 1, 429 1940-1944 
1948 - 1,433 1950 - 1, 687 1945-1949 





Kw Rate per 100,000 of population. 
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PUBLIC HEALTH SERVICES 
RECOMMENDATIONS 


It is recommended that, - 


te 


A policy respecting provincial health grants 
be adopted which will ensure that the grants 
will be made to municipal boards of health and 
to health units on an equitable basis, and that 
the basis ofthe grants be published in the 
regulations (Chapter IV). 


A comprehensive, uniform and audited system 
of reporting on the activities, expenditures and 
revenues of all municipal boards of health and 
health units and a system of inspection be adopted 
by the Ontario Department of Health. 


Local boards of health and school boards be 
encouraged to improve the teaching of health, 
the supervision of student health, and the ac- 
commodation for health service facilities in the 
schools themselves. 


4 - A ready reference index to the legislative hand- 


book issued by the Ontario Department of Health 
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be prepared annually for the guidance of medical 
officers of health and their staffs. 


5 - Arrangements be made to provide promptly 


to medical officers of health such essential 
information on births and deaths as will assist 
them in the discharge of their duties. 


The application form for medical examination of 
expectant mothers be revised to include not- 
ification to the person examined that this one 
prenatal examination is provided free under 
section 74 (a) of the Public Health Act. 


The Ontario Department of Health re-establish 
a division of health education to coordinate the 
public health education projects of other divi- 
Sions, and to assist official and other agencies in 
community health education. 


The Ontario Department of Health consider the 
improvement of training programs for sanitary 
inspectors (Chapter VII). 


CHAPTER I 
DEVELOPMENT OF PUBLIC HEALTH SERVICES IN ONTARIO 


What would appear to be the earliest attempt 
to regulate matters pertaining to health in Upper 
Canada was the act passed in 1849 to permit the 
functioning of a central board of health to deal with 
threatened outbreaks of cholera. 


The first Public Health Act in Ontario, 
following the creation of the province by the B.N.A. 
Act of 1867, was that passed on the 29th of March, 
1873. This act empowered the Lieutenant-Governor 
to establish a central board of health "if a serious 
outbreak threatened". 


These two acts were apparently emergency 
measures only, made necessary by the frequent 
scourges of epidemic disease. In 1882 legislation 
of a more permanent character was introduced in 
Ontario by the Public Health Act of that year which 
established a provincial board of health. 


The board, consisting of seven members, 
four of whom were required to be registered medical 
practitioners, was authorized to urge municipalities 
to appoint health officers or local boards of health. 
The provincial board, however, had no power to 
enforce such action. 


This situation failed to produce satis- 
factory results, and certain deficiencies in this and 
previous legislation, were corrected by the Public 
Health Act of 1884 which gave authority to the prov- 
incial board "to make regulations for the prevention or 
mitigation of disease and for all matters relating 
thereto" and outlined the powers and responsibilities 
of local boards of health. 


This act established certain principles 
which are still in effect in the province. The local 
boards were required to provide special hospitals 
for infectious disease, to report smallpox, diphtheria, 
scarlet fever, cholera and typhoid to the provincial 
board. They were also made responsible for the con- 
trol of nuisances and the prevention of the sale of 
impure or polluted foods. Municipalities were re- 
quired to submit plans for public water supplies and 
Sewage systems to the provincial board for approval. 


Within a year of the passing of this act, 
400 local boards had been established. By 1890, 
the total had risen to 576 boards, with 356 medical 
officers of health. 


At this period in Ontario's health history, 
widespread interest had been aroused in bacteriological 
discoveries. In 1890, a provincial public health lab- 
oratory was opened in the city of Toronto--said to be 


the first bacteriological laboratory of its kind on the 
North American continent. 


As provincial services increased, they 
were organized into "divisions" under the Provincial 
Board of Health which was attached to the Department 
of the Provincial Secretary and later to the Department 
of Labour. In 1925, the Provincial Board of Health was 
reorganized and given full departmental status as the 
Ontario Department of Health. 


In 1882 the board had a part-time secretary 
and a yearly budget of $4,000. By 1938 the work had 
expanded to the point where there were eight adminis- 
trative divisions and the active participation of 900 
Medical officers of health, with their respective local 
boards. By 1948, there were 12 administrative 
divisions. 


The province of Ontario has initiated a 
number of advances in the public health field in Canada. 
Free distribution of biological products was among 
the early developments. In 1938 the pasteurization 
of milk was made compulsory in all cities and towns 
and certain other designated municipalities. This 
legislation is now in force in practically the entire 
province. Also in 1938, the province relieved munici- 
palities of any payment for cost of treatment of patients 
in sanatoria. (In 1949, the province paid on the 
average, $4.22 per day for the treatment of each 
patient in a sanatorium.) In October, 1946, aninitial 
complete examination was made available, without 
charge, to every expectant mother in the province. 
In 1935 the Ontario government arranged to pay for 
medical services to residents of the province who are 
in receipt of mothers' allowance, old age and blind 
pensions and direct relief (see Chapter II, Section I 
of this volume). 


| There are 278 municipal water supplies in 
Ontario. One hundred amd sixty-three of these supplies 
are chlorinated, while 71 are both chlorinated and 
filtered. 


There are 132 municipalities in the province 
served by 176 sewage disposal plants. Certain munici- 
palities have more than one plant. In addition, there 
are 61 plants serving institutions such as hospitals and 
factories; 44 plants serving military camps; and 24 
waste treatment plants serving certain dairies, 
tanneries and factories. 


Fifty-one sewage disposal plants have been 
constructed since 1945. In addition, 60 plants were 
being planned by municipalities for construction at an 
early date. 
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As provincial and local governments have 
increased their services over the years and have 
extended protection not only to the healthy but to 
the afflicted as well, and in many instances formed 
a valuable liaison through their agencies with various 
voluntary groups, public health has come to mean 
not only the safeguarding of the public against disease 
but the provision of certain treatment services as 
well. 


In preparing its report on public health in 
the province, the Survey Committee has taken into 
consideration the expansion in both preventive and 
treatment services and has used the following de- 
finition: 


"Public health services comprise the 


collective health services administered and paid 
for in whole or in part by local, provincial orfederal 
governments and, in addition, health services 
organized or provided by voluntary or community 
effort". 


Public health administration in Ontario is 
partly provincial and partly municipal. The pro- 
vincial administration is vested in the Ontario Depart- 
ment of Health as described in Chapter II. The 
municipal health administration is vested in either 
municipal boards of health or in the boards of health 
of "health units" and is described in Chapter II. In 
most of the public health legislation, administrative 
powers are vested in the local boards of health with a 
proviso that the powers may also be exercised by the 
officers of the provincial department of health. 
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CHAPTER II 
PROVINCIAL HEALTH DEPARTMENT ORGANIZATION 


In 1948 the Deputy Minister of Health, who 
was also the Chief Medical Officer, served as a general 
administrator of the department and coordinator of its 
several services. The business administrator, while 
doing work for the department as a whole, was attached 
to the Division of Mental Hygiene and Ontario Hos- 
pitals. 


Offices serving the department generally - 
Medical Statistics, Library, Solicitor's Office, 
Central Registry, Purchasing and Accounting - were 
all grouped with the main office, together with the 
Public and Private Hospitals Division and the Medi- 
cal Inspectors of Public and Private Hospitals. 


In 1948 there were 12 special divisions 
of the department, each in the charge of a director. 
By 1950 there were 14 divisions as follows:- 


Division of Dental Services 

Division of Epidemiology 

Division of Industrial Hygiene 

Division of Laboratories 

Division of Maternal and Child Hygiene 

Division of Medical Statistics 

Division of Mental Hygiene and Ontario Hos- 
pitals. 

Division of Nurses Registration 

Division of Public Health Administration 

Division of Public Health Nursing 

Division of Public and Private Hospitals 

Division of Sanitary Engineering 

Division of Tuberculosis Prevention 

Division of Venereal Disease Control 


In May 1951, there were 4, 795 full-time 
and approximately 225 part-time employees in the 
Ontario Department of Health. Of the total full-time 
staff, 4,186 were employed in the Ontario Mental 
Hospitals Division; 293 in the central laboratory 
and 316 in the other divisions. 


Activities of the various divisions are 
Summarized below. 


Division of Sanitary Engineering 


Activities include supervision of all mun- 
icipal waterworks systems, with particular attention 
to treatment plants, control of stream pollution, super- 
vision of sewage treatment, refuse collection and dis- 
posal, milk processing and food plants, assistance to 
municipalities in the enforcement of sanitation reg- 
ulations governing public eating places, sanitary 
inspection and licensing of summer camps, frosted 


food locker plants, administration of cemetery reg- 
ulations, and advice to local health agencies and 
assistance to them in meeting their sanitation pro- 
blems. 


Division of Tuberculosis Prevention 


The division is responsible in a general 
way for all measures relating to prevention, treat- 
ment and rehabilitation in the field of tuberculosis. 
The work of this division includes the administration 
of 183 chest clinics, (all but 10 of which were free 
to the public in 1948), located in 163 centres of 
population, and distribution of grants to the province's 
14 sanatoria. Compilation of statistical data on 
tuberculosis morbidity, mortality and sanatorium 
admissions is also a division responsibility. (See 
Section G, Volume II, Report of the Ontario Health 
Survey Committee). 


During 1948 a grant of $740,000 was made 
available by the federal government to increase 
Ontario's tuberculosis control program by.(1) pro- 
viding streptomycin free to all sanatorium patients 
recommended for this treatment, (2) equipping hos- 
pitals having an admission rate of more than 1, 200 
patients per year with chest x-ray machines, (3) 
paying for x-ray equipment in certain clinics where 
the volume of work warranted it, (4) providing a 
mobile x-ray unit with maintenance and staff. 


Division of Maternal and Child Hygiene 


The division acts in an advisory capacity 
to municipalities and local boards of health regarding 
maternal and child hygiene programs. It administers 
section 74 (a) of the Public Health Act, under which 
every expectant mother in Ontario is entitled to one 
free complete medical examination. In 1948 the 
number of such examinations (52, 305) equalled about 
half the number of live births recorded (104, 169), 
and this prenatal service cost approximately $300, 000. 


Medical examination of applicants to nine 
normal schools operated by the Department of Educ- 
ation, preparation and publication of a book on baby 
care ("The Baby", revised, 1948), an advisory service 
to nurseries for the newborn and obstetrical units of 
hospitals are also included among the duties of this 
division. 

Division of Venereal Disease Control 

Administration of grants to the 18 venereal 


disease clinics operated in the province in 1948 by 
public general hospitals, medical consultation and 
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laboratory service to physicians and to clinics, 
maintenance of statistical records of V.D. incidence, 
epidemiological procedures directed toward the location 
and examination of suspected contacts, and public 
education - these are the principal matters falling 
within the scope of this division. 


In 1948, a continuing reduction in V.D. 
incidence was noted. Clinic attendance for the yéar 
was 97,426 - down 36.9 per cent from the peak year, 
1946. There was also a marked reducation in the 
number of drugs requisitioned from the division for 
treatment by doctors, at special clinics, and in hos- 
pital wards. Of the persons reported as V.D. con- 
tacts, and of whom adequate descriptions were 
supplied, 47.8 per cent were located and examined 
in 1948. Films, a manual on venereal disease for 
physicians and nurses, a periodicalbulletin service 
to physicians, and large quantities of public inform- 
ation literature were distributed by the division. 


Division of Industrial Hygiene 


A staff including physicians, engineers, 
chemists, industrial public health nurses, and sanitary 
inspectors deals with the two chief functions of this 
division - study and control of occupational diseases; 
and the development of health services in industry. 
A library and laboratory are maintained by the di- 
vision. 


Besides examining industrial workers and 
the conditions under which they work, the division 
serves in a consulting capacity to the Factory In- 
spection Branch, Ontario Department of Labour, 
the Workmen's Compensation Board, the Industrial 
Accident Prevention Association, and to private 
employer and employee groups and individual phy- 
sicians. Chest x-ray of industrial groups comes under 
this division with a nominal charge per film being made 
to employers. 


The Division of Industrial Hygiene also 
is responsible for the Ontario Civil Service Health 
Centre, operating it primarily as a service to civil 
servants and secondarily as a model unit for industrial 
demonstration. At the time of this report, the latter 
purpose was hindered by lack of proper accommodation 
and overcrowding. 


Division of Laboratories 


Through a central laboratory in Toronto, 
nine regional laboratories and six subsidized lab- 
oratories, this division makes service in biochemistry, 
bacteriology, serology, and pathology available to 
medical officers of health, private physicians and some 
hospitals in the province. Special bacteriological 
tests are made for practising dentists and water 
tests are done for the general public. During 1948 
the division performed 1, 415, 313 tests. 


A special course on mycology was held 
during 1948 at the central laboratory for most of the 
laboratory directors in the provincial service. This 
was with a view to expanding the mycology service 
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to all laboratories in the province. From time to 
time pamphlets are prepared for distribution to 
physicians, and a number of special research pro- 
jects are planned or under way. 


Division of Epidemiology 


Function of this division is to provide 
direction and assistance in the control of communicable 
disease. The director is available for consultation 
in the diagnosis of the rarer communicable diseases 
and is prepared to provide assistance in treatment 
in the event of an epidemic. Weekly records of the 
incidence of the more important communicable diseases 
are compiled and made available to medical officers of 
health, and pamphlets and immunization literature 
are prepared and distributed. 


One of the most important activities of 
the division is in its distribution of vaccines and 
antitoxins for the immunization of the people of 
the province. Net cost of these in 1948 totalled 
$162,197.50. Insulin is also distributed - at a net 
cost of $51, 500. 95 in 1948. 


This division is responsible for the di- 
rection of the poliomyelitis program which includes 
the cost of hospitalizing first admission cases during 
the acute stage of the disease and is paid by the 
province. The cost of transportation to certain 
government approved hospitals is assumed by the 
patient. 


Division of Public Health Nursing 


Professional education, supervising 
and advising public health nursing services in local 
health units and departments, and assisting agencies in 
securing staff are among this division's duties. 


In 1948 there were 22 registered nurses 
in the certified course in public health nursing and 
seven experienced public health nurses in the ad- 
vanced course in administration and supervision 
of public health nursing. A four-week course in 
psychiatric methods was arranged for five senior 
public health nurses, and two conferences in family 
health counselling were held for members of the 
public health nursing staffs across the province. 


Nurses from this division assist with 
the examination of students attending provincial 
normal schools operated by the Department of Educ- 
ation. 


Division of Nurses Registration 


Administration of The Nurses Act of 
Ontario, R.S.O. 1950, c.256, under which regis- 
tration and certification of nurses and nursing assist- 
ants is required, falls to this division. 


Three objectives have been set forth for 


the division: 
1 - To standardize conditions under which 


student nurses receive training. 
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2 - To establish qualifications for registra- 
tion and regulate reciprocal registration with other 
provinces and countries. 


3 - To supervise the training program of 
the provincial government course for certified nurs- 
ing assistants, and to establish qualifications for 
certification of nursing assistants (Section F, Volume 
II, Report of the Ontario Health Survey Committee). 


In 1951 two new acts, known as The Nursing 
Act, 1951, and The Nurses Registration Act, 1951, 
were enacted. These two new acts are to come into 
force by proclamation and were not in force at the date 
of this report. When they are in force they will replace 
the existing Nurses Act, R.S.O. 1950, c. 256. 


Under this new legislation The Nurses Re- 
gistration Act, 1951, will be administered by the 
Registered Nurses Association of Ontario. The act 
deals with requirements for admission to schools of 
nursing, curricula, examinations for nurses, registra- 
tion of nurses and related subjects. 


The Nursing Act, 1951, will be administered 
by the OntarioDepartmentof Health. It deals with the 
establishment, maintenance and conducting of schools 
of nursing and the regulations affecting nursing assist- 
ants. 


Division of Dental Services 


Supervision of the Department of Health 
grant to local boards for school dental inspection 
services (equal to 20 to 30 per cent of the cost), 
operation of a dental service car in Northern Ontaribd, 
and consultative services to Ontario mental hospitals, 
training schools and reformatories constitute the 
chief responsibilities of this division. 


Under the school dental inspection program, 
241 school sections, 20 school areas and 33 urban 
centres had initiated services by the end of 1948. The 
dental car brought dental attention to more than 1, 500 
children in the Kenora, Rainy River and Thunder 
Bay districts during the year. Assistance was also 
given by the division in experiments in artificial 
fluorination of municipal water supplies conducted 
by the National Research Council and the Dental 
Health Division, Department of National Health and 
Welfare (Section D, Volume I, Report of the Ontario 
Health Survey Committee). 


Division of Mental Hygiene and Ontario Hospitals 


The division is concerned almost exclusive- 
ly with administration of mental health clinics (four 
mobile and one stationary) and the 14 mental hospitals 
Operated by the province. There was in 1948 no re- 
search program and no public health education pro- 
gram. A principal need, stated by the division, is for 
increased personnel and a budget large enough to pro- 
vide for a sufficient number of well-trained psychiat- 
rists. (Section B, Volume I, Report of the Ontario 
Health Survey Committee). 


Public and Private Hospitals Division 


Administration of the Public Hospitals 
Act, the Hospitals Aid Act, the Private Hospitals 
Act, and the regulations under these acts, is the 
principal function of this division. This includes, 
among other duties, the distribution of capital and 
maintenance grants to public hospitals in the pro- 
vince, examination and approval of architectural 
plans for new hospitals, and hospital inspection. 
The latter is one phase of the division's work which 
has suffered due partly to insufficient staff - for 
example, only a fraction of the possible 500 to 600 
private hospitals and nursing homes in Ontario were 
inspected and licensed. Needs of the division include 
more Office space, and a budget that would permit 
the employment of more personnel. (Section A, 
Volume I, Report of the Ontario Health Survey Com- 
mittee). 


Division of Public Health Administration 


This division is responsible for provincial 
assistance to municipal departments of health and 
health units, and for encouraging the formation of ad- 
ditional health units. Details on health units are 
contained in Chapter III of this section. 


Administration of fellowships and bursaries 
for work in public health, sanitary engineering, dental 
and veterinary public health, and public health nursing 
also comes under this division. 


Medical Statistics Division 


The division is responsible for the.collec- 
tion, tabulation and analysis of cancer data recorded 
by the cancer centres operated by the Ontario Cancer 
Treatment and Research Foundation, and for the super- 
vision of cancer case recording in these centres. An 
annual statistical report on cancer is published. The 
medical statistics division is also responsible for the 
collection, tabulation and analysis of Ontario mental 
health and hospital statistics and for the preparation 
of an annual statistical review. Incollaboration with 
the division of industrial hygiene, the division is deve- 
loping methods for the collection, tabulation and 
analysis of morbidity data in industry. The division 
cooperates with and assists all other divisions of the 
department in the development and use of vital and 
public health statistics. 


Legislation 


A list of the acts administered by the 
Ontario Department of Health is set out in Table J2. 
These are the acts which are administered directly 
by the Minister of Health and the officers of the 
department. In addition many of these acts confer 
powers upon local boards of health and their officers. 


Table J3 contains a list of acts which 
are administered indirectly by the Ontario Department 
of Health. In the case of these acts, the officials of 
the Department have no responsibility for their 
administration or enforcement. 
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Each act contains authority for setting up 
a separate administrative board. In some cases 
the board is appointed by the government. In other 
cases the board is elected by those who are affected 
by the provisions of the act. Where it is necessary 
for the administrative board to report to the govern- 


ment or to communicate with the government with a 
view to obtaining changes in the legislation, or res- 
pecting other matters arising out of the administration 
of the act, the board would report to the Minister of 
Health. 


TABLE J2 


LEGISLATION UNDER THE JURISDICTION OF THE ONTARIO DEPARTMENT OF HEALTH 


DIRECT 


The Public Health Act and the following Regulations: 


Bedding 


Construction and Management of Swimming Pools 

Control of Communicable Diseases 

Courses of Instruction and Qualifications for Medical Officers 
of Health, Sanitary Inspectors and Public Health Nurses 


Eating Establishments 
Expectant Mothers 


Frosted Food Locker Plants 


Fumigation of Premises 


Grants for Dental Inspection in Schools 


Health Units 


Milk Pasteurization Plants 


Pasteurization of Milk 


Respecting Camps, Works and Premises, and the employers 
and workmen thereof in territorial districts without 
municipal organization 

Summer Camps 

Supply of Insulin 


The Cemetery Act and Regulations 


The Maternity Boarding Houses Act 


The Mental Hospitals Act and Regulations 


The Nurses Act and Regulations 


The Private Hospitals Act and Regulations 


The Private Sanitaria Act 
The Psychiatric Hospitals Act 


The Public Hospitals Act and Regulations 
The Sanatoria for Consumptives Act and Regulations 


The Silicosis Act 
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TABLE J3 


LEGISLATION UNDER THE JURISDICTION OF THE ONTARIO DEPARTMENT OF HEALTH 


INDIRECT 


Alcoholism Research Foundation Act 
The Burial of War Veterans Act 

The Cancer Remedy Act 

The Chiropody Act and Regulations 
The Dental Technicians Act 

The Dentistry Act 


The Drugless Practitioners Act and Regulations 

The Embalmers and Funeral Directors Act and Regulations 
The Medical Act 

The Ontario Cancer Treatment and Research Foundation Act 
The Optometry Act and Regulations 

The Pharmacy Act and Regulations 





TABLE J3-a 


AMOUNTS PAID IN SALARIES TO EMPLOYEES OF THE PROVINCIAL 
DEPARTMENT OF HEALTH FOR YEAR ENDING MARCH 31, 1950 


Main Office $182, 280. 28 
Statutory 8, 000. 00 
Health Service 21,677.30 
Health Units 10, 679. 88 
Maternal and Child Hygiene 10, 950. 44 
Public Health Nursing 28,117.21 
Dental Service 16, 969. 92 
Nurses Registration 19, 804. 14 
Epidemiology 14, 425.59 
Venereal Disease 16, 205. 38 
Tuberculosis Prevention 142, 161. 72 
Industrial Hygiene 149,574.55 
Sanitary Engineering 91,187.09 
Laboratory 463,513.75 
Hospitals 39, 237. 06 
Psychiatric Services 13, 358. 92 
Ontario Mental Hospitals 6, 931, 832.99 
Cost of Living Bonus 772, 303.55 
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TABLE J4 


SUMMARY OF EXPENDITURES, PROVINCIAL DEPARTMENT OF HEALTH 
FOR FISCAL YEAR ENDING MARCH 31, 1949. 


Division of the 
Department of Health Total 


Main Office $458, 859. 40 
Public Health Administration 472,332. 24 
Public Health Nursing 32, 317. 25 
Maternal and Child Hygiene 290, 836. 90 
Dental Service 35, 659.97 
Nurses Registration 40, 097.80 
Epidemiology ..... 497, 384. 09 
Venereal Disease Control 193, 565. 97 
Tuberculosis Prevention ... . 78 
Industrial Hygiene... j . 74 
Sanitary Engineering ; . 03 
Laboratories - Central Laboratory . Saree . 88 
Branch Laboratories ..... . 67 
Subsidized Laboratories . 05 
Hospitals: 
Public and Private Hospitals Division 3, 688, 196. 84 
Ontario Mental Hospitals Division 
General Expenses .......+. 172, 562. 89 
Ontario Mental Hospitals te 10, 858, 691. 34 
Statutory 8, 533, 581. 45% 
Special Warrants | Ato ae aL oiea essay 4 441, 548.21 





TOTAL $31, 001, 759. 50 


& This figure is made up as follows: 


Statutory ..... ee ewer ee, eh COE wise SUSE SOE Ete A 8 foarte $28, 000. 00 
Maintenance grants to public hospitals .. 2.02.66 60 0 Gite ale winlelea es one 6, 328, 566. 44 
Building grants to public hospitals..........- HAUSE IO Be 3a as 2,177,015. 01 

TOTAL $8, 533, 581. 45 


Note: The building and maintenance grants to public hospitals, which amounted to $8,505, 581.45 in the 
fiscal year ending March 31, 1949, were paid out of the Hospital Aid Fund. The Department of 
Health itself paid $3, 450, 000.00 into the fund this year which amount is included in the above 
table as an expenditure of the Public and Private Hospitals Division. 
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CHAPTER III 
LOCAL PUBLIC HEALTH ADMINISTRATION 


The administration of public health services 
in Ontario is partly provincial and partly local. 
The preceding chapter has outlined the provincial 
administration by the Ontario Department of Health, 
and this chapter follows through to the local level. 


Originally there was only one type of 
local public health administration in Ontario - a local 
board of health for every municipality. In 1934, an 
alternative type of local health administration was 
introduced in the form of the health unit (Statutes 
of Ontario, 1934, chapter 47). 


As set forth in section 34 of the Public 
Health Act, a health unit may be established by one 
municipality, or two or more municipalities may 
unite their public health services for this purpose. 
Where a health unit is established it replaces the 
former administration which was vested in a mun- 
icipal board of health. 


Municipal Boards of Health. 


The organization of municipal boards of 
health is laid down in sections 12 and 13 of the Public 
Health Act, R.S.O. 1950, c.306, which read as 
follows: 


12.(1) There shall be a local board of health for 
every municipality in Ontario, except where a 
health unit is established under this Act. 


(2) Ina city, and in every town having a pop- 
ulation of 4,000 or over according to the enumer- 
ation of the assessors for the past preceding 
year, the local board shall consist of the mayor, 
the medical officer of health, and three resident 
ratepayers to be appointed annually by the council 
at its first meeting in every year, R.S.O. 1937, 
c. 299, s.13 (1, 2). 


(3) Ina city having a population of 100, 000 or over 
accordingto the enumeration of the assessors for 
the last preceding year, the council may by by-law 
provide that the local board shall consist of the 
mayor, the medical officer of health, and five 
resident ratepayers, at least two of whom shall not 
be members of the council, who shall be appointed 
annually by the council at its first meeting in every 
year, 1943, c.24, s.2. 


(4) Ina town having a population of less than 4, 000, 
according to such enumeration, and in every other 
municipality, the local board shall consist of the 
head of the municipality, the medical officer of 
health, and one resident ratepayer to be appointed 
as provided by subsection 2. 


(5) There shall be a secretary of the local board, 
and, unless otherwise provided by the council, 
the clerk shall be the secretary. 


(6) One or more members of the council may be 
appointed to be members of the local board. 


(7) Where a health unit is established, the local 
board thereof, shall be constituted and appointed 
as provided by the regulations, and such local 
board shall take the place of the local board or 
boards which but for the establishment of the 
health unit would exist in the municipality or mun- 
icipalities forming the health unit, R.S.O. 1937, 
c. 299, s.13 (3-6). 


13. Every local board shall be a corporation by the 
name of "The Local Board of Health of the City 
(or as the case may be) of............ (inserting 
the name of the municipality) R.S.O. 1937, c. 299, 
s.14. 


Expenses incurred by the local board are 
to be paid by the treasurer of the municipality. 
(Sec. 20). 

The duties of a local board are set out in section 25: 


25.It shall be the duty of a local board to superintend 
and ensure the carrying out of the provisions of 
this Act and of the regulations or of any by-law 
of the municipality pertaining to public health, 
and to execute, do and provide all such acts, 
matters and things as are necessary for that pur- 
pose, R.S.O. 1937, c. 299, s. 26: ; 


The statutory powers of a local board are 
contained in the various acts listed in Table J2. 
In addition a local board is responsible for the en- 
forcement of any municipal by-laws relating to public 
health. 


The appointment of medical officers of 
health, sanitary inspectors, food-and diary inspectors, 
public health nurses and physicians is laid down in 
section 33. Theapproval of the Minister of Health is 
required in the case of medical officers of health 
and Sanitary inspectors. "No medical officer of 
health shall be removed from office except ona 
two-thirds vote of the whole council and with the 
consent and approval of the Minister ..... "(Section 
36). 


The medical officer of health is the execu- 
tive officer of the local board and with the board is 
responsible for health administration within the 
municipality. (Section 37). 
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Some municipalities employ a full-time 
medical officer of health and other personnel. Other 
municipalities employ a part-time medical officer 
and little or no assistance. The information respect- 
ing employment of public health personnel by mun- 
icipal boards of health is contained in Table J6. Of 
the 23 cities and four suburban townships with greater 
than 30, 000 population not participating in health units, 
there were 12 served by full-time medical officers 
of health, while 15 had part-time medical officers. 


Survey Committee by the 23 Ontario cities outside 
health units and the four suburban townships with 
greater than 30, 000 population showed that in 1948 
public health services for 1, 881,510 persons cost 
$3,010, 234.78, or $1.60 per capita. All but 
$52,199.79 of this was paid out of local tax funds. 
In addition to this expenditure, the cost of school 
health services in nine of these municipalities was 
paid for by the local board of education, also out of 
local tax funds. 


TABLE J6 


PERSONNEL REPORTED BY 24 HEALTH UNITS AND BY THE MUNICIPAL BOARDS OF HEALTH 
IN FOUR TOWNSHIPS OVER 30, 000 POPULATION AND 23 CITIES OUTSIDE HEALTH UNITS, 
AS OF DECEMBER 31, 1948. 


Personnel 
Category 


Ratio to Ratio to 


1:80,100 


DOCTORS 
Full Time 
Part Time 


DENTISTS 
Full Time . 
Part Time 


NURSES 
Full Time 
Part Time 


VETERINARIANS 
Full Time 
Part Time 


SANITARY INSPECTORS 
Full Time 


DENTAL ASSISTANTS 
Full Time 
Part Time 


STENOGRAPHIC & CLERICAL 
Full Time 
Part Time 


Constitution of Health Units 


The organization of a health unit is laid 
down in section 34 of the Public Health Act: 


34,(1) A health unit comprising a county, city, town, 
village or township may be established by by-law 
of the council of such municipality. 


(2) An agreement may be entered into between 
or among any such municipalities for the estab- 
lishment of a health unit comprising both or all 


Health Unit 


1:26,289 
1:1,041,193 


1:5,784 


1:23,138 


Municipal 
Boards of Health 
Excluding Toronto 


Ratio to 
Population 


1:34,000 


1:100,124 1:85,000 


1:6,638 1:3,091 


1:19,697 1:9,189 


1:200,252 1:97,143 





of the municipalities to the agreement. 


(3) Where a county, either alone or with another 
county or with a municipality separated from the 
county, is a health unit, the local municipalities 
in the county and not separated therefrom shall 
all form part of the health unit, 1944, c.48, s.3 


(1) part. 


(4) A health unit in a territorial district may com- 
prise one or more municipalities and one or more 
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school sections and any area prescribed by order 
of the Lieutenant-Governor in Council 1944, c. 48, 
s.3 (1) part; 1945, c.17, s.3. 


(5) Where a medical officer of health is appointed 
for a health unit, the provision of this Act with re- 
spect to the appointment of municipal officers of 
health for the territory included in the health unit 
shall not apply and the powers and duties of a 
medical officer of health in any such municipality 
shall thenceforth be exercised and performed by 
the medical officer of health for the health unit, 
Ris. OF 1937, -¢.. 299, s235(3). 


(6) The Minister, with the approval of the Lieu- 
tenant-Governor in Council, may make regulations 
which may be general or particular in their applic- 
ation, 


(a) respecting the establishment of a health unit; 


(b) providing for the constitution of a board of 
health in any health unit fixing the number 
of members and defining the powers of the 
board; 


(c) prescribing the powers, qualifications, salary 
and duties of a medical officer of health, 
school medical officers, dental officers, 
nurses, sanitary inspectors and other tech- 
nical health workers in a health unit; 


(d) respecting the appointment and the tenure of 
office of the medical officer of health, school 
medical officers, dental officers, nurses, 
sanitary inspectors and other technical health 
workers in a health unit; 


(e) apportioning any expense incurred in carrying 
out this section and the regulations among the 
municipalities and school sections concerned, 
R.S.0. 1937, c.299, s.35(4); 1944, c_ 48; 
Site leer 


(7) The expenses incurred in carrying out the 
provisions of this Act and the regulations made 
thereunder with respect to a health unit shall be 
borne and paid in such proportion as may be agreed 
upon, or in default of agreement, in such pro- 
portion as may be fixed by the Minister, or in 
such manner as may be prescribed by the regula- 
tions. 


(8) Subject to the regulations, where a health unit 
is established under this Act the Minister may 
grant such assistance for the establishment and 
maintenance of the health unit as he may deem 
proper and any such grant shall be payable out of 
any moneys appropriated by the Legislature for. 
that purpose, R.S.O. 1937, c.299, s.35 (5,6). 


‘The constitution of the board of health in each health 
unit is fixed in the regulations. 


In considering measures for the improve- 
ment of the working facilities for health units, it 
should be noted that a health unit has no power to 


purchase real estate. A health unit must therefore 
be located in rented premises unless the municipality 
Or municipalities by which a health unit is established 
purchases property for the use of the unit. It is, of 
course, within the power of a municipality to purchase 
real property for the use of a health unit. Likewise, 
any organization having the necessary funds could pur- 
chase suitable premises and convey it to the board of 
health of the health unit as a gift. 


The first health unit in the province was 
established in 1934, when four eastern counties - 
Stormont, Glengarry, Prescott, and Russell - were 
organized on this basis. The unit served as an 
experimental area for six years, during which time 
it received financial assistance from the provincial 
government and the Rockefeller Foundation. This 
area was reorganized in 1940. Formation of additional 
units was interrupted by the war, but was resumed 
in 1944. 


In 1948, there were 24 health units in the 
province directed by full-time medical officers of 
health. In 1951 there were 26 (Table J7). 


Unorganized Territory 


The preceding information respecting 
local health administration by municipal boards of 
health and health units applies only to the part of 
Ontario which is organized into counties. Administra- 
tion in territory without county organization is dealt 
with in section 133 to 142 of the Public Health Act. 


In unorganized territory every magistrate 
is ex officio a medical officer of health and every con- 
stable is ex officio a sanitary inspector. In addition 
the provincial Department of Health is responsible for 
the health administration in these areas and the 
Lieutenant- Governor in Council may appoint medical 
officers of health, and the Minister of Health, with the 
approval of the Lieutenant-Governor in Council, may 
appoint sanitary inspectors. 


Effect of Provincial Grants in 1948 


The 24 health units which were active 
in Ontario at December 31, 1948, spent a total of 
$1, 057, 308. 86 on public health during 1948. This 
was made up of $616, 564. 26 paid by the 347 mun- 
icipalities formed into health units, and $440, 744. 60 
in grants to health units by the provincial govern- 
ment. This means that on an average the health unit 
spent $1.11 per capita (based on assessed pop- 
ulation) in 1948, of which the local municipalities 
paid approximately 65 cents, while the province 
paid 46 cents. In other words, the provincial govern- 
ment's assistance to health units in 1948 came to 
approximately 70 per cent of the money that the 
participating municipalities themselves paid. 


Four suburban townships over 30, 000 
population and 23 cities which were not part of a 
health unit organization at December 31, 1948, re- 
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TABLE J7 


HEALTH UNITS IN ONTARIO IN 1951, DATE OF FORMATION, 
AND LOCATION OF HEADQUARTERS 


Name of Unit Headquarters Location 


Dundas, Stormont and Glengarry 


Porcupine District 


Kirkland-Larder Lake District 


Welland and District 


Northumberland and Durham County 


Elgin-St. Thomas 
St. Catharines- Lincoln 
Oxford County 


Prescott and Russell County 


Brant County 

Prince Edward County 
Bruce County 

Peel County 

Dufferin County 
Lambton District 


Halton County 
Kent County 
East York-Leaside 


Lennox and Addington County 


Leeds and Grenville 


Wellington County 


Cornwall & 
Timmins 


Kirkland Lake 
Welland& 
Cobourg 

St. Thomas* 
St. Catharines 
Woodstock™ 


Hawkesbury 
Brantford& 
Picton 
Walkerton 
Brampton 
Shelburne 
Sarnia 


Milton 
Chatham 
Toronto 
Napanee 
Brockville 


Fergus 


Carleton (discontinued in December, 
1949, when the City of Ottawa annexed 
a large part of its suburban population 


served by this unit) 
Simcoe County 
Kenora-Keewatin Area 
Huron County 


York County 


Muskoka 





& Cities included in health units. 


ported to the Survey Committee that they spent a 
total of $3,010, 234. 78 on the conservation of health, 
or an average of $1.60 per capita. Of this total 
expenditure, which includes some expenditure by 
local boards of education on school health service, 
a total of $2, 854, 348. 79 was reported by these same 
municipalities to the Department of Municipal Affairs 
as representing the amount paid out of municipal 
funds for the conservation of health. This amounted 
to approximately $1.52 per capita on the basis of the 
assessed population. Inasmuch as these municipalities 
did not form a part of a health unit, they did not receive 
the provincial grant described above for health units. 


In other words, taxpayers in the 23 cities 
and four suburban townships considered above paid 
anaverage of $1.52 per capita for their own public 
health services, and in addition contributed to the 


Ottawa 
Barrie 
Kenora 


Clinton 
Newmarket 


Bracebridge 


46 cents per capita paid by the province for public 
health services in those municipalities which had been 
organized into health units. (See Table J8). 

Of the 29 cities in the province in 1948, 
six were participating in health units (Brantford, 
Cornwall, St. Catharines, St. Thomas, Sarnia and 
Welland). The remaining 23 administered their 
public health services through local boards of health. 
The six, by virtue of belonging to a health unit, 
benefited from provincial grants to the extent of 
$47,675.54 (fiscal year ending March 31, 1949); 
whereas the 23 cities not participating in health 
units received no such assistance. 

Table J9 gives a comparison of the ex- 
penditures of municipal funds reported to the Depart- 
ment of Municipal Affairs as having been made on the 
conservation of health in the year ending December 
31, 1948. 
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TABLE J8 
FINANCIAL STATEMENT OF HEALTH UNITS OF ONTARIO, 1948, AS PER 


AUDITED STATEMENTS SUBMITTED TO THE ONTARIO DEPARTMENT OF HEALTH 


; Assessed I E dit ‘Cost per 
Health Unit Population ncome pene eS Person 



































































































Bruce $51, 680. 51 $55, 391.6 

Elgin-St. Thomas 78, 867.02 (roe Whe 
Kent 46, 833.12 41,745. 
Lambton 40, 060. 20 38, 453. 
Oxford 43,988.71 42,629. 
Brant 67, 141.58 67, 882. 
Halton 41, 314. 29 38,479. 
Lincoln-St. Catharines 77,415.93 76, 230. 
Welland and District 44,616.79 46, 344. 
Dufferin 19, 104. 96 18, 255. 
Hast York-Leaside 69, 416. 84 66, 025. 
Northumberland & Durham 76, 662.50 10; 927. 
Peel 34, 808.58 36, 082. 
Leeds and Grenville 56,372.52 49, 347. 
Lennox and Addington 24, 006. 00 22, 621. 
Prince Edward 22,000. 00 24, 264. 
Prescott & Russell 45, 237. 76 42,799. 
Stormont, Dundas & Glengarry 66, 634. 04 65, 259. 
Kirkland-Larder Lake 41,479.30 40, 048. 
Porcupine 64, 236. 83Xx 53, 295. 
Kenora-Keewatinx 12,577. 66% 12,578. 
Carleton* 23, 370. 60X 17, 303. 
SimcoeX 50, 287. 47% 43,497. 
Wellington. esau ean 20, 070. 14; 663. 





x §ix months only; omitted from average 
xx $17,774.27 added to reserves and not included in expenditures. 


TABLE J9 


EXPENDITURES OF MUNICIPAL FUNDS ON THE CONSERVATION OF HEALTH IN THE YEAR ENDING 
DEC. 31, 1948, AS REPORTED TO THE DEPARTMENT OF MUNICIPAL AFFAIRS OF ONTARIO 


29 Cities $2, 817, 776. 00 1, 827, 840 
7 Separated Towns 24, 142.00 47, 433 
139 Towns 222, 755. 00 507, 804 
155 Villages 34,518.00 172, 904 
572 Townships 421, 658.00 1,375, 042 
14 iibeiohbwsy Sete Miata oe Sai eeacirat | Districts 6; 535. 00 10, 504 


Total $3, 527, 384. | gg 507,384,008 Cd 3, 941, 527 aga . 89 
(average) 


K If the city of Toronto were omitted the per capita expenditure by the remaining 28 cities would 
average $1.03; and the provincial average without Toronto would be 58 cents. Per capita ex- 
penditure of municipal funds on the conservation of health in Toronto was reported at $2.39 in 
1948. 

&A In some cases these returns to the Department of Municipal Affairs may not include expenditures 
on school health service paid for by the boards of education in 14 municipalities. 
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CHAPTER IV 


PROVINCIAL ASSISTANCE TO MUNICIPAL PUBLIC HEALTH 
PROGRAMS 


As is detailed in Chapter III of this section, 
there are two types of municipal public health adminis- 
tration--the local board of health of individual munici- 
palities, and the health unit comprising one or more 
municipalities. 


The government of Ontario pays a percent- 
age of the expenditure of a health unit but no such grant 
is paid to municipal boards of health outside health 
units although both types of organization are ostensibly 
Serving the same purpose. 


Basis of Grants to Health Units 


Subsection (8) of section 34 of the Public 
Health Act, R.S.O. 1950, c.306 provides as follows: 


"Subject to the regulations, where a health 
unit is established under this Act the Minister 
may grant such assistance for the establish- 
ment and maintenance of the health unit as he 
may deem proper and any such grant shall 
be payable out of any moneys appropriated 
by the Legislature for that purpose, R.S.O. 
1937, .¢..299, ‘s,,39)(5, 6)%, 


Although there were no regulations in 
effect with reference to such grants at the time of 
this survey, there was an informal memorandum 
from the Ontario Department of Health which stated 
that the cost of health unit expenditures to be borne 
by the provincial government was as follows:- 


"for counties - 50 per cent 
for cities - 25 per cent to 33 1/3 per cent 
or at the discretion of the Minister". 


It was apparently the practice of the 
Department of Health to calculate this percentage 
on the basis of estimated total health unit expendi- 
tures. In other words, it represented a percentage 
not only of the municipality's contribution to health 
unit expenditure, but also of the grant monies contri- 
buted by the province. This grant was paid at the 
end of each quarter, not on the basis of actual ex- 
penditure, but rather as a percentage of the projected 
expenditure made in estimates at the beginning of the 
year. Adjustments of any differences between estim- 
ated and actual expenditures were not made before 
the end of the budget year. 


1 - Cities forming part of health units and having 
a population greater than 25, 000 benefited by 
an amount from the province equal to one 
third of the city's share of the health unit's 


expenditure. 


2 - Cities forming part of health units and having 
a population less than 25, 000 benefited by an 
amount from the province equal to one half 
of the city's share of the health unit's ex- 
penditure. 


3 - Other municipalities which form part of a 
health unit benefited by an amount from the 
province equal to the municipality's share 
of the health unit's expenditure. 


This was the general formula in effect, 
although there were no statutes or regulations re- 
gulations requiring that it be followed. At the dis- 
cretion of the Minister of Health other arrangements 
could be entered into between the province and any 
particular health unit. For example, one city, which 
was a part of an early health unit, was at the time 
of this survey benefiting by an amount equal approx- 
imately to the amount paid by the city to the health 
unit. 


Criticism of Present Public Health Grants System 


There are two major. criticisms of the 
present system of making provincial grants to mun- 
icipalities for public health purposes: 


1 - Absence of any regulations clearly setting 
forth the basis upon which such grants will 
be made to municipalities of varying pop- 
ulation and financial ability makes it possible 
for inequities in the distribution of grants 
to occur as between municipalities of similar 
circumstances participating in health units. 
For example, one city has been benefiting 
by an amount equal to one half of its health 
expenditures, as against one third in three 
other cities, and one quarter in the case of 
the remaining two. 


2 - The policy of restricting public health grants 
to those 347 municipalities that are members 
of health units places a premium upon such 
membership and burdens the residents of the 
remaining municipalities with the full cost 
of their own services (which may be the same 
as those given by health units), plus a portion 
of the cost of maintaining health units in other 
parts of the province. 


Preferential treatment of certain munici- 
palities might be deemed defensible if all 
347 of them were in circumstances which pre- 
vented their supporting a minimum public 
health service independently of outside aid; 
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but six of the municipalities benefiting by 
grants are cities and many others are sound 
and prosperous towns, villages and town- 
ships. 


Factors to be Considered in Revising Public Health 
Grants 


1 - It would seem reasonable that all municipal- 
ities with an acceptable public health service 
should have an equal right to provincial 
government financial aid for their public 
health program, regardless of whether or 
not they form a part of health unit. 


2 - Grants from the Ontario Department of Health 
in aid of local public health programs can 
reasonably be expected to apply only to 
Services conducted by local boards of health, 
and not to any which may be operated under 
other department auspices, such as school 
health services operated by local boards 
of education. 


3 - It might well be made a condition of the 
grants that they may be spent only upon 
such public health services as could be 
set forth clearly in the regulations. 


4 - Desirable as it may be to require local 
public health programs to include a pre- 
scribed number of basic services it might 
not be advisable to make this a condition 
of the grants at their inception. While such 
a policy would result in the province's help- 
ing to defray the cost of meagre services 
in some municipalities at the outset, it would 
be an incentive toward progressive improve- 
ment. 


After a period of development and experience, 
say three years, the state of local public 
health services should be reviewed in detail, 
and a standard of service might at that 


time be made a condition of the grants' 
being continued - except in possible special 
cases where such a requirement might 
work a hardship on the people of a part- 
icular municipality. 


One Possible Way to Revise Public Health Grants 


In the light of the foregoing criticisms 
and qualifying factors, one possible basis of re- 
vision is as follows: 


Public Health grants to all cities having a 
population of 25, 000 or greater on the basis 
of one third of the expenditure of their own 
money for public health purposes, approved 
by the Ministey of Health; and to all other 
municipalities in the province, grants match- 
ing dollar for dollar the amount of local money 
Spent. 


These amounts are identical with those now 
generally applicable in municipalities forming part of 
health units, with the exception that the existing dis- 
tinction between cities of less than 25, 000 population 
and other municipalities would be abolished. 


Proceeding from the estimates by mun- 
icipalities of their expenditures on the conservation 
of health in the year ending December 31, 1948, 
(see Table J9), the cost of the above revision would 
work out approximately as indicated in Table J10. 


The additional cost to the province of 
implementing the above proposal would be approx- 
imately $2,072,525, less $440, 744. 60 now being 
paid by the province to health units. This can be 
estimated at $1, 631, 781. 


The Province of Ontario is now eligible 
for an annual federal public health grant amounting 
to $1, 466,150. It is possible that this federal grant 
could be made applicable to the public health grants to 
municipalities suggested below. 


TABLE J10 


ESTIMATED COST OF INCLUDING ALL ONTARIO MUNICIPALITIES IN PUBLIC HEALTH GRANTS 


ata leds Health Expenditures As. Provincial Grant on Total Expenditure 
Municipalities Reported in Table J9 Basis Suggested™ Thus Made Possible 


$2, 817, 776 


29 Cities 
7 Separated 
Towns 
139 Towns 
155 Villages 
072 Townships 
14 Improvement 
Districts 


24, 142 
222,755 
34,518 
421, 658 


6, 535 





$1, 362, 917 $4, 180, 693 
48, 284 
455, 510 
69, 036 
843, 316 


24, 142 
222,755 
34,518 
421, 658 


13, 070 


& To all cities with a population of 25,000 or greater--one third of their public health expenditure; 
to all other municipalities in the province--matching grants, dollar for dollar of local money spent 


on public health. 
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CHAPTER V 


LOCAL PUBLIC HEALTH SERVICES 


The basic public health services of local 
boards of health and health units are required by 
statute. The Public Health Act, other provincial 
acts and regulations and municipal by-laws pertaining 
to health, outline the official duties and responsibilities 
of the municipalities, local boards of health and 
medical officers of health. 


Statutory Services comprise: 


(1) Communicable disease control with 
particular emphasis on reporting, isolation, 
quarantine, placarding and disinfecting. 


(2) Sanitary supervision and control - in- 
cluding food, water, and environmental 
sanitation. 


(3) Compilation of an annual report to the 
Ontario Department of Health. 


Nonstatutory services are: 


(a) Those provided by agreement with other 
municipal departments, such as local board 
of education for the medical and dental in- 
spection of school children, the dental treat- 
ment of school children, for which authority 
is given under the Public Health Act. 


(b) Those provided with or without agreement 
with other parties, which are designed to 
protect the health of the public and to prevent 
disease. ; 


The horizon of public health practice has 
widened to include screening, diagnostic, treatment 
and preventive measures for diseases other than 
those which are communicable, for example, cancer 
and heart disease. These programs at present are 
not the responsibility of governmental agencies but 
represent a combined approach on problems which 
can be attacked only by cooperative effort on the part 
of local and provincial governments and voluntary 
groups. 


Direct Services of Local Official Health Agencies 


The direct services which may be provided 
by a local board of health or by a health unit are: 


(1) Sanitation. The examination and safeguard- 
ing of water, milk and food supplies, and the 
protection against other environmental haz- 
ards to health. 


(2) Communicable Disease Control. Every local 
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(3) Maternal Hygiene. 


board of health has a responsibility for 
preventing the spread of communicable dis- 
eases. In the case of tuberculosis, each 
board may provide its own screening and 
diagnostic x-ray facilities, either through 
a Stationary or travelling clinic. The basic 
program may include the examination of 
suspect cases, the follow-up of known cases, 
the examination of contacts, screening 
procedures with tuberculin testing or patch 
tests in schools, etc., x-ray screening pro- 
cedures among apparently healthy members 
of the population, and B.C.G. vaccination. 


Apart from the statutory clauses 
of the Venereal Disease Prevention Act, the 
local board of health may promote preven- 
tive measures with respect to the suppression 
of facilitation, cooperate with law enforce- 
ment in the suppression of prostitution, and 
assist in educational efforts among social, 
religious, educational and family groups. 


An immunization service is avail- 
able to all members of the community. The 
participation of practising physicians in this 
program is encouraged. 


The objective of this 
program is to assure that all pregnant women 
receive adequate prenatal care. Where this 
is not available through the family physician 
because of inability to nay, the local board of 
health may, with the active support and 
assistance of the medical profession, arrange 
for the required supervision. 


(4) Infant and Preschool Health. This may be a 


cooperative effort on the part of the local 
board of health and the medical profession 
and where necessary, the board may provide 
supervisory and preventive services for in- 
fants and young children. 


(5) School Health. The health supervision of 


(6 


— 


school children with emphasis on screening 
and medical examination at school entrance 
and the correction of defects within the 
limitations of the community's treatment 
facilities. 


Public Health Nursing. In addition to school 
and clinic duties, the main responsibility of 
the nurse is to impart health information in 
in the home through prenatal instruction and 
counselling. 


(7) Vital Statistics. This includes the use of 
information relating to births, deaths by 
age and cause, and the incidence of communi- 
cable disease. 


(8) Public Health Education. The dissemination 
of health information, channelled through 
press, pamphlet, radio, public meeting and 
visual education, for the improvement of 
personal and community health practices. 


(9) Dental Hygiene. The promotion of good 
dental health, particularly in preschool and 
school age children and the provision of 
treatment if the patient is unable to pay. 


(10) Mental Health. Examination and treatment of 
emotional disturbances, especially in the 
young, and the prevention of mental ill health. 


(11) Nutrition. This is part of the service af every 
board of health worker. Where population 
groups are large enough, the local board 
may acquire the services of a qualified 
nutritionist for education of other health 
workers and the community at large. 


(12) Laboratory. A laboratory service is avail- 
able to all practising physicians and boards 


of health through the network of labora- 
tories maintained, either completely or 
partially, by the Ontario Department of 
Health. 


Consultative Services 
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These services may be supplied to: 


(1) Various departments of municipal govern- 
ments--municipal clerks, engineering or 
board of works, building and plumbing, 
parks boards, zoning and community plan- 
ning, recreation, fire and police. 


(2) Service clubs, welfare groups, and other 
s uch voluntary groups, with respect to 
programs which affect the community, such 
as handicapped children, care of the aged 
and infirm, and accident prevention. 


(3) Professional groups. It is obvious that no 
local board of health can operate satisfact- 
orily without the active cooperation and 
assistance of professional groups in the 
community, including such groups as medical, 
nursing, dental, veterinary, engineering 
and educational. 


CHAPTER VI 
TRAINING OF PUBLIC HEALTH PERSONNEL 


School of Hygiene, University of Toronto 


The School of Hygiene in the University 
of Toronto was established in 1925 for the training 
of professional personnel to serve in public health. 
In order to retain a direct relationship between the 
Faculty of Medicine and the Department of Hygiene 
and Preventive Medicine, the School has been made 
responsible for: 


(a) All undergraduate instruction in hygiene and 
preventive medicine to students of the Faculty 
of Medicine, the School of Nursing, the Faculty 
of Arts, the School of Physical and Health 
Education, and the School of Pharmacy. 

(b) Postgraduate instruction in public health for 

physicians, dentists, veterinaries, engineers 

and graduates of Arts and Science Faculties, 
and university graduates desiring training 
in hospital administration. 


— 


~~ 
oO 
— 


Postgraduate instruction in the subjects of 
bacteriology, immunology, parasitology, virus 
infections, biostatistics, public health nutrition, 
physiological hygiene, chemistry of sanitation, 
and industrial hygiene for students proceed- 
ing to an M.A. or Ph.D. degree. 


A close collaboration exists between the 
School and the Connaught Medical Research Lab- 
oratories. Their respective staffs serve in a triple 
capacity, i.e., through teaching, medical research, 
and the production of essential biological products 
required by health departments throughout Canada. 


Undergraduate training in public health 
and allied subjects is given annually to approximate- 
ly 1,100 students, and 60-70 university graduates 
are registered annually in postgraduate courses. 


The number of physicians who have taken 
postgraduate training at the School of Hygiene since 
its founding is shown in Table J11. 


The school is believed to be able to train 
adequately as many as 90 postgraduates yearly. 


Teaching staff at the time of this survey 
included 12 professors and 16 associate and assistant 
professors. 


As a result of its survey of public health 
education in Canada, the Rockefeller Foundation con- 
tributed $1, 250, 000 toward the founding of the School 
of Hygiene, and has subsequently made additional short 


-term grants in excess of $100,000. The University of 
Toronto, in its general budget for salaries and sup- 
plies, has increased its support for the graduate and 
undergraduate teaching of public health from approx- 
imately $18, 000 in 1924 to approximately $71, 000 in 
1949, and provided for the maintenance and servic- 
ing of the school building. The Province of Ontario, 
in addition to meeting the needs of the University as a 
whole (which includes the amount contributed by the 
University), has made special grants totalling $50, 000 
during the past ten years in support of a field training 
centre conducted by the School of Hygiene in East 
York Township, adjoining Toronto, and provided 
an additional $10, 000 for research in industrial 
hygiene. 


The following statement shows the fin- 
ancial position of the School of Hygiene, including 
the maintenance of research work, which is essential 
to the teaching, and presents the total expenditures 
by each department and subdepartment for the session 
1949-50: 


Department of School Expenditures 
Epidemiology and Biometrics......... $20, 691 
Public Health Administration ......... 27, 244 
Physiological Hygiene...... ¢ so ahe e a 56, 478 
Public Health Nutrition... 2229). eee 34, 070 
Chemistry in Relation to Hygiene...... 12, 870 
Hospital Administration......... HPs 18, 200 
Hygiene and Preventive Medicine ..... 44, 084 
Subdepartments 
Virus Intections Vrs cee coveaea saa 3, 770 
Parasitology’... ctv ama ae ae eee ay tr 4, 735 
Administration of Schoool ............ 13, 128 
$235, 270 

This budget is provided as follows: Revenue 
University of Toronto General 

Fund) on sins sdlsly ake a « eaten one Sto eS ee 
Rockefeller Endowment Fund 

(Interest on $850, 000)..... oe th ae 34, 500 
Special Rockefeller Foundation 

Grants) ebulies’eletd te wee 23,445 
W.K. Kellogg Foundatioti. oh b ates eee 18, 200 
Connaught Medical Research 

Laboratories ..... A 30, 000 
University of Toronto Research 

Fund. = win alg ohalle tiene stare Eee eae eee : 1,551 
Ontario Cancer Treatment and 

Research Foundation ..........0.. . 3, 920 
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National Research Council 


Grants i. cae Gra sung tat-Mo sttesmey otetere «+c 24, 400 
Abrasive Grains Company............ 5, 000 
Public Health Research 

Grants =. aeuttei a chit este eee ee ee 9, 100 
Robert Gould Research 

Foundation ....... aie’ Si,6(aia MALS ble es a 4,000 
National Foundation for Infantile 

Paralysisuntsoe.e ts PRRs asi sbasce ichals' 0s 5, 150 
Province of Ontario ...... SORES ATS ee 5, 000 

$235, 270 


The establishment of schools of hygiene 
is a comparatively recent development. In 1947 
there was introduced a system of accrediation similar 
to that which has applied to medical schools for many 
years. At present, including the University of 
Toronto, there are ten accredited schools on the 
North American continent. 


The future financing of the School of 
Hygiene has become a Serious problem. In addition 
to a $27, 000 reduction in funds occasioned by the 
termination of grants, reduced income from endow- 
ments, and curtailment in the general budget of the 
University, there is the necessity of assuming the cost 
of training hospital administrators under an agreement 
with the W.K. Kellogg Foundation, the latter having 
undertaken to finance this project only for the initial 
period of three years. 


The Training of Public Health Nurses 


Five Ontario universities have courses 
which prepare public health nurses, viz., Toronto, 
McMaster, Queen's, Western and Ottawa. Details of 
these courses and their enrolment are given in Chapter 
IT, Section F, Volume II of the Report of the Ontario 
Health Survey Committee. 


Originally, a one-year certificate course 
was instituted whereby the graduate of the hospital 
school was prepared for public health nursing. As 
the demand grew for a more fully prepared worker, 
the universities established degree courses open to 
graduates of Ontario secondary schools. 


Sanitary Inspectors 


Since 1935 the Canadian Public Health 
Association has conducted annual examinations for 
the Certificate in Sanitary Inspection (Canada). Seven 
hundred and thirty-five candidates have obtained 
the certificate (1935-1948), an annual average of 
about 65. Of this number, 249 candidates, or about 
one third were from Ontario. The certificate is 
now recognized as a qualification for employment 
in this field in Canada. 


At present the educational requirement for 
registration for the examinations is junior matricula- 
tion or its equivalent. 


The examinations are held every Sept- 
ember in the capital city of each province. One 
day is devoted to a series of inspections and the 
preparation of a written report. Three written papers 
on Environmental Sanitation; Food Sanitation and Public 
Health Administration; Communicable Diseases 
and Vital Statistics, each occupy half a day. In addi- 
tion, there is an oral examination lasting half an 
hour. The fee for the examination is $15.00. 


Originally candidates were responsible 
for their own preparation. To assist them, the 
Committee on the Certification of Sanitary Inspectors 
issued, in 1937, a "Manual for Sanitary Inspectors", 
prepared by members of health departments and 
universities. In November 1942, the committee 
introduced a correspondence course, which has been 
given annually. 


The correspondence course covers a 
period of 24 weeks, commencing in the autumn. It 
consists of reading assignments in the Manual for 
Sanitary Inspectors, with supplementary material, 
and a series of weekly exercises which are sent to 
the Canadian Public Health Association for marking. 
The fee for the course is $50. 00. 


Candidates who have not been employed 
as sanitary inspectors for one year are required 
to obtain at least 100 hours of local field experience 
with a municipal board of health. 


The inadequacy of the present training 
facilities--a 24-week correspondence course supple- 
mented by one or two weeks of field work--has long 
been recognized. One alternative suggestion which 
has been advanced is a course occupying about nine 
months, in which lectures and field work with a board 
of health would be combined. 


Since 1948, the professional training grants 
permit sanitary inspectors named by provincial depart- 
ments of health to receive a course of training up to 
12 months. A stipend of $125.00 per month for single 
men, and $175.00 per month for married men is 
provided. 


Apart from purely routine duties, inspec- 
tion, issuing of notices, placarding, etc., the sani- 
tary inspector is required to have certain technical 
knowledge. It is generally acknowledged that the 
present correspondence courses of instruction fail to 
provide an adequate background for these duties. 
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TABLE J12 
NUMBER OF HOUSEHOLDS IN ONTARIO BY REGIONS AS AT DECEMBER, 1948 


Estimated Households 


Bruce 
Elgin 
Essex 
Huron 
Kent 
Lambton 
Middlesex 
Oxford 
Perth 


732, 986 126, 321 84, 976 211, 297 


Brant 66, 043 
Haldimand 21, 846 
Halton 35, 935 
Lincoln 78, 782 
Norfolk 39, 384 
Welland 115,579 
Wentworth 241, 624 


599, 193 


Dufferin 14, 196 
Durham 27, 104 
Grey 59,510 
Haliburton 7,852 
Muskoka 23, 898 
Nipissing 47,612 
Northumberland 34, 489 
Ontario 71, 370 
Parry Sound 29, 655 
Peel 42,417 
Peterborough 56, 706 
Simcoe 97, 202 
Victoria 29, 724 
Waterloo 113, 681 32, 912 
Wellington 62, 958 17, 807 
York 1, 067, 630 312, 873 


Frontenac 

Grenville 

Hastings 

Leeds 

Lennox and Addington 
Prince Edward 





219, 064 30, 092 29, 399 59, 491 
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TABLE J12 (CONT'D) 


NUMBER OF HOUSEHOLDS IN ONTARIO BY REGIONS AS AT DECEMBER, 1948 


Households 


Region 95 
Carleton 226, 644 
Dundas 16, 359 
Glengarry 18, 391 
Lanark 34, 174 
Prescott 20, O11 
Renfrew 57, 654 
Russell 18, 116 
Stormont 47, 738 


Region 6 
Algoma 
Cochrane 
Manitoulin 
Sudbury 
Timiskaming 


Region 7 
Kenora ) sovees 
Patricia Portion) 
Rainy River 21,576 
Thunder Bay 107, 781 





164, Pal racsnuber carat) 


FP eae Gated Tot ane oe Total 4, Pl a gear eae In” 626 | 37.317 317 452, 459, 983 1, 190, , 300° 


According to the second annual economic survey of the Ontario Bureau of Statistics and Research, De- 
partment of the Treasury, for 1948, there were 1, 190, 300 household§* in the Province of Ontario. 

*In the census a household is definedas "a person or group of persons liv- 

ing in one housekeeping community. The persons may or may not be 

related by ties of kinship but if they live together or with common house- 

keeping arrangements they constitute a household". 
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CHAPTER VII 
MEDICAL SERVICES IN INDUSTRY 


The Survey Committee recognizes the 
importance of medical and nursing services in in- 
dustries of various kinds in all parts of the province. 
Because the nature of this work is closely allied 
to certain aspects of public health practice, attention 
is drawn here to other sections of this report where 
information pertinent to this subject is given in some 
detail. 


In Section F on the Provision of Nursing 
Care, Volume I, it can be seen in the chapter on 
personnel inventory that of 9, 260 registered nurses 
employed full time in their profession in 1949, there 
were 396 who reported industrial nursing as their 
field of activity. 


Residence of these 396 is given by counties 
and districts in Table F3, and estimated ages of the 
same group are shown in Table F6. 


Section E on Medical Manpower in Ontario, 
also in Volume II, shows that of 4,595 physicians in 
active civilian practice in Ontario at Dec. 31, 1948, 
there were 63 who reported industrial medicine as 
their major type of work (i.e. , occupying 50 per cent 
or more of their time). Of the 63, there were 59 


who said they were engaged in general practice in the 
industrial field, and the remaining four reported that 
they did examinations and consultation work for in- 
dustry. 

Ages of the 63 industrial physicians in the 
above group are given in Table E12; and Table E14 
shows, by regions, the distribution of the 59 industrial 
physicians who reported that their major source of 
income was derived from industry. 


Table E25 shows that out of the 63 phy- 
sicians devoting the major portion of their time to 
industrial medicine there were 35 who reported having 
special training in this field. In addition, (Table E26), 
there were 12 others who stated that they had special 
training in industrial medicine, although not devoting 
the major portion of their time to it. 


The table which follows (J14), shows a 
further analysis of material assembled by the Survey 
Committee in its medical manpower work. In addi- 
tion to the 63 mentioned above, this shows the approx- 
imate numbers of physicians spending 50 per cent 
or less of their time on industrial work. For this 
reason it covers 474 physicians--93 specialists and 
381 general practitioners. 


TABLE J14 
ONTARIO PHYSICIANS PRACTISING INDUSTRIAL MEDICINE AT DEC. 31, 1948, BY TYPE OF WORK 


42 44 


% of Time Spent 
in Industrial 
Medicin 


91 to 100 
81 to 90 
71 to 80 
61 to 70 
51 to 60 
41 to 50 
31 to 40 
21 to 30 
11 to 20 

- 10 and less 
Not Stated 


TOTAL 


B Physicians’ own estimates. 
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CHAPTER VIII 
ONTARIO’S CHANGING AGE PATTERN 


The age composition of the population of 
the Province of Ontario has changed notably since 
the turn of the century. The decline in mortality at 
ages under 60 years and the persistent fall in the 
birth rate have combined to produce an "older" 
population. 


Table J15 shows the actual number of 
the population of the province in selected age groups 
for the census years from 1901 to 1951. The age 
groups chosen are those which will be of practical 


and general interest. The figures used for 1951 are 


estimates only. 


This shows the age structure of the pop- 
ulation of the province as a whole. There are wide 
variations, however, in the age composition of the 
population in individual cities, towns, counties and 
districts. Knowledge of the age structure of the 
population in local areas is helpful in planning public 
health programs. 


TABLE J15 
POPULATION OF ONTARIO, CENSUS YEARS - 1901-1951 


ee eGo ah owe fos 
titers [sass 0] s6-4 | 68 | sed [es wore| Tom | 


685, 000 
740, 000 
885, 000 
959, 000 
924, 000 


777, 000 
909, 000 
956, 000 
1, 127, 000 
1, 265, 000 


270, 000 
321, 000 
406, 000 
475, 000 
519, 000 


193, 000 
249, 000 
302, 000 
384, 000 
447, 000 


133, 000 
159, 000 
209, 000 
252, 000 
332, 000 


120, 000 
142, 000 
172, 000 
234, 000 
301, 000 


2, 183, 0004 
2,527, 000% 
2,934, 000% 
3, 432, 0004 
3, 788, 000 


525,000 | 425,000 | 418,000 4,612, 000 


1, 227, 000 


1,388,000 | 629,000 


1901 
1911 
1921 
1931 
1941 
Est. 1951* 





A&Including some for whom age was not stated. 

XEstimated population. As 1951 is a census year the figures (estimated) for 1951 will change according 
to the findings of the census. The 1951 figures should therefore be considered as estimates only. The 
third annual economic survey prepared by the Ontario Bureau of Statistics and Research gave an esti- 
mated total population of 4, 405, 974 for the province of Ontario in 1949, but did not show age groups. 
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CHAPTER IX 
VOLUNTARY ORGANIZATIONS 


The Canadian Red Cross Society, Ontario Division 


The Ontario Division, which is the oldest 
division of the Canadian Red Cross Society, had 280 
branches throughout the province in 1948, each serving 
its own area, and carrying on a variety of activities. 


Of the division's total expenditure of 
$2,526, 154.00 for the year 1948, the major part, 
$1,196, 210.91, was spent on the 27 outpost hos- 
pitals and nursing stations, for the upkeep of their 
buildings and equipment, and for construction. Only 
a little over $350, 000 was received during the year 
in payment from patients. The work being done in 
these outposts is important, since in many outlying 
districts there are no other medical centres. During 
1948, 2,124 births were recorded in the hospitals, and 
60 more home confinements. There were 8, 545 
admissions, requiring 68, 760 days of care. The 
total bed capacity of the outposts was 245, with 82 
bassinettes. 


Other phases of the work of the Red Cross 
included volunteer nursing, nutrition and home- 
makers service, the Red Cross dental coaches, 
teaching of swimming and water safety, assisting 
in the maintenance of highway first aid posts, and 
blood donor services. The last mentioned activity 
was only beginning in Ontario in 1948. 


One of the Red Cross's most highly public- 
ized activities is the emergency work called disaster 
relief. In 1948, the amount spent on this work was 
just short of $900 and this had increased to more 
than $4,500 in 1950. All disaster relief work is 
done voluntarily, and the only expenses are for 
food and clothing distributed. 


Health League of Canada 


Founded in 1919 as the Canadian Council 
for Social Hygiene, for the specific purpose of com- 
bating venereal disease by means of public enlighten- 
ment, this national voluntary health education organiz- 
ation became the Health League of Canada in 1935. Its 
program has gradually extended throughout the fields 
of disease prevention and positive health improvement 
until today it embraces the following areas: child and 
maternal health, immunization, industrial health, 
nutrition, pasteurization, foodhandling, social hy- 
giene, mental health, alcoholism, and geriatrics. 


The Health League publishes HEALTH, 
a national bi-monthly magazine for the public. It 
maintains a nation-wide press and radio health in- 
formation service, and distributes authoritative films, 
posters and pamphlets on health. Through the Health 
League, 61 other lay and professional organizations 
also further their work in the interests of public 
health education. 


The last available annual statement (for 
the year ended April 30, 1949), reports that the Health 
League spent $111, 771. 83 in the interests of health 
education in the previous 12 months. This is the 
all-Canada figure, and expenditures for the Pro- 
vince of Ontario are not shown separately. National 
headquarters of the League is in Toronto. 


The St. John Ambulance Association 


The objectives of the St. John Ambulance 
Association are to provide first aid at public gather- 
ings; to instruct the public in first aid, home nurs- 
ing and child welfare; to blood-type the public in order 
to facilitate emergency blood transfusions; and to 
operate the Ontario highway first aid system, with 
the assistance of the Ontario Motor League and the 
Canadian Red Cross Society, Ontario Division. 


St. John Ambulance, the public service 
branch of the Order of St. John of Jerusalem, operates 
throughout the Empire. The "Priory" in Canada is 
divided into provincial councils, and Ontario is divided 
into five districts. In 1948, there were 116 units of 
volunteers in the province, composed of 45 mens' 
ambulance units, 40 women's nursing units, 12 boy's 
ambulance units and 19 girls' nursing units. The 
total volunteer strength in Ontario in 1948 was 2, 600 
persons. There was a small full-time paid staff 
at the provincial headquarters. 


St. John Ambulance works with the medical 
and nursing professions and other organizations. 
There were 9, 108 persons trained in first aid, 796 
in home nursing, and 73 in child welfare during the 
year 1948, a total of 9,977. Members of the assoc- 
iation attended to 8, 195 cases of accident or illness 
during 1948. 


In 1949, a program of expansion was 
initiated which resulted in 13, 328 being trained 
in first aid, home nursing and child welfare. 
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HANDICAPPING CONDITIONS IN CHILDREN 
SUMMARY 


As in many other segments of the health 
field, activities in aid of children with handicapping 
conditions are shared by governmental and voluntary 
agencies. Chapter I of this section describes the 
nature and extent of the former, Chapter II of the 
latter. 


There is a great deal of valuable work 
being done under these two auspices but there would 
also appear to be a lack of coordination which tends 
to decrease the effectiveness of their respective 
efforts. For example, neither the voluntary organ- 
izations nor the provincial Department of Health can 
tell how many children with handicapping conditions 
there are in Ontario, nor what proportion of the total 
is receiving some assistance. The establishment of 
an efficient system for registering, classifying and 
following up such cases discovered anywhere in the 
province would seem to be a prime need. 


Such registration would, of course, make 
it necessary to establish an acceptable definition 
of handicapping conditions in children and also certain 
standards for their classification. For the purposes of 
its own study, the Survey Committee in consultation 
with authorities in this field, used the following de- 
finition: "A handicapped child is a person under the 
age of twenty-one years who, because of congenital 
or acquired defect, is or is likely to be limited in 
normal activity". An effort was made in framing this 
definition to go beyond orthopaedic cases to include 
those where the handicapping is mental or even social, 
for example, cases of disfigurement. 


Chapter V gives a summary of the results 
of a comprehensive survey conducted during 1949-50 
by the Hamilton, Ontario, board of health. There 
were approximately 45, 000 children in the population 
of the city - 30,000 of school age and 15, 000 pre- 
school. Inthis group, 783 children with handicapping 
conditions were discovered - 575 in the school age 
group (approximately 19 per 1,000), and 208 pre- 
school (approximately 14 per 1,000). Hamilton public 
health authorities do not claim this to be a complete 
total, although it does represent the resuits of medical 
screening of all cases reported by public health 
nurses, board of education, hospitals and voluntary 
societies. Of the 783 total, 22 per cent represented 
congenital malformations, 30 per cent conditions 
primarily affecting bone, joint and muscle and 48 


per cent other organic and mental defects. 


In an effort to test the value of available 
records on handicapping conditions in children, the 
Survey Committee made a study of the records of 
one township in southwestern Ontario. This covered 
an urban population of 6, 920 with a school enrolment 
of 1,648; and a rural population of 6, 303 with 902 
school children. Details of this study, reported in 
Chapter VI, indicate that such records leave much 
to be desired. So far as could be determined, there 
were 128 children in the town and: 71 in the surrounding 
township whose condition called for treatment, training 
or special placement in employment or institutions 
(See Table K7). 


The necessity of transporting handicapped 
children from remote parts of the province for special- 
ist treatment in larger city hospitals, and the expense 
involved, have undoubtedly been factors in deterring 
treatment in the past. This is less true today, how- 
ever, as there is a wider distribution of the facilities 
and skills essential to this type of medical work. 
Since 1943, for example, the provincial government 
has paid the cost of treating poliomyelitis cases on 
their first admission to 10 public general and isola- 
tion hospitals situated in seven Ontario cities. 


In dealing with the problem of handicapped 
young people, it is impossible to separate the 
physical and educational phases of their adjustment 
to society. The work of "auxiliary education" 
therefore, has been considered by the Survey 
Committee. The Auxiliary Classes Act was passed 
in 1914, and since that time auxiliary education has 
been developed by the Ontario Department of Educ- 
ation and local school boards to the point where 
there were more than 500 special classes located 
in Ontario cities and towns, and some 2, 000 sight- 
saving, speech correction, orthopaedic and opport- 
unity units located in the smaller communities and 
rural sections. At the time of this survey there were 
500 teachers engaged full time and approximately 
1 ,500 part time in meeting the special needs of 
seriously handicapped pupils, according to the annual 
report of the Minister of Education for Ontario. 
Table K1 gives some indication of the extent of educa- 
tional work among various classifications and auxil- 
iary classes. 


HANDICAPPING CONDITIONS IN CHILDREN 
RECOMMENDATIONS 


It is recommended that:- 


1 - A central registry be maintained to which all 


agencies in the field of public health shall be 
required to report discoveries of handicapping 
conditions in children. 


In areas which have public health services, 
discovery and registration of handicapped 
children be made one of their normal functions, 
and that in unorganized territory this be made 
a function of the Ontario Department of Health. 


Specialist clinics of the type sponsored by 
voluntary organizations be held periodically, 
and that where possible these be held in the 
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community hospital. 


The provincial government payment for the treat- 
ment of poliomyelitis be extended to include 
the hospitalization of patients who require to 
be readmitted. 


In planning an overall program for registration, 
treatment, education and rehabiliation of handi- 
capped children, that there be close liaison 
between the Ontario Departments of Health and 
of Education, and in particular that the extensive 
information available in the latter department be 
utilized by the Health Department in planning 
the treatment and rehabilitation of handicapped 
children. 


CHAPTER I 
GOVERNMENTAL SERVICES 


Ontario Department of Health, Division of Maternal 
& Child Hygiene 


The primary function of this division has 
been the promotion of better health services for 
mothers and infants. This division is concerned 
only with the preventive aspects of the subject and 
has no special projects in the interests of children 
already found to be handicapped. 


Ontario Department of Health, Division of Epidemiology 


Since 1943 an arrangement has been ineffect 
whereby the Province of Ontario pays the following 
hospitals for services given to poliomyelitis cases 
admitted; the cost of special nursing services if 
care in a respirator is required, and the cost of 
treatm ents in out-patient departments following dis- 
charge, viz:- 


Hamilton - Hamilton General Hospital 
London - Victoria Hospital 
Ottawa - Civic Hospital 
Ottawa General Hospital 
Toronto - Riverdale Isolation Hospital 
HoSpital for Sick Children 
Toronto General Hospital 
Kingston - General Hospital 
Port Arthur - General Hospital 
Windsor - Fred Adams Hospital 


Each of these hospitals has set up a polio- 


myelitis board comprised of the chief of medical 
staff and representation from its medical, orthopaedic, 
paediatric and neurological staffs. The poliomyelitis 
board is responsible for diagnosis and treatment of 
cases admitted to hospital and is-thus enabled to give 
advice and guidance to the program. 


Services given by the hospitals under the 
program include: 


1. Treatment in the acute stages of the disease. 

2. Nursing service. 

3. Physiotherapy. 

4. Out-patient treatment. 

5. When patients are discharged, those with paraly- 
Sis are referred to the Ontario Society for Crippled 
Children for classification and follow-up by their 


visiting nursing staff who work in conjunction with 
the public health nurse and the family physician. 


Hospitalization and treatment costs are paid 
by the Ontario government for first admissions only. 
Frequently it is necessary for a poliomyelitis patient to 
return to hospital in two or three years time for 
corrective surgery. Although this may be the most 
expensive stage of treatment, there is no provision 
for financial aid. ; 


Orthopaedic surgery or other professional 
medical services are not paid for by the provincial 
government but are provided by the voluntary efforts 
of the poliomyelitis boards and the medical staffs of 
these hospitals. 


Ontario Department of Education 


It is recognized that academic instruction 
in accordance with the pupil's mental capacity, is 
essential in the treatment of the handicapped child 
from a humane standpoint and also as it affects his 
future earning ability. 


A section of the Auxiliary Classes Act, 
R.S.O. 1950, c.29, indicates what may be done by 
way of providing special classes for handicapped 
children. It states that a school board "may establish 
and conduct classes for children who, not being 
persons whose mental capacity is incapable of develop- 
ment beyond that of child of normal mentality at 
eight years of age, are from any physical or mental 
cause unable to take proper advantage of the ordinary 
public, or separate, high or vocational school courses". 


The act further provides that "Where a 
board has established auxiliary classes, it shall be 
its duty to provide for the proper supervision of the 
health and treatment of every pupil attending the 
classes and for the proper medical treatment of every 
pupil who appears to the principal or inspector to 
require the same". 


"The board may direct the school medical 
inspector or such other officer as the board may 
appoint to visit pupils in their homes and to consult 
and advise with their parents as to their treatment 
and the conditions which will best enable the pupils 
to attain the greatest possible degree of intelligence 
and education". 


To prepare for this special field of activity, 
auxiliary teachers are required to attend a summer 
course. Prerequisites are that the candidate hold 
a teacher's certificate, have at least two years teach- 
ing experience and have the necessary personal qual- 
ifications for this exacting task. 


Auxiliary education for the handicapped in 
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the province had developed by i948 to the point where 
there were 512 special classes located in the cities 
and towns of Ontario; and approximately 2, 000 opport- 
unity, sight-saving, speech correction and orthopaedic 
units located in the smaller cities, towns, villages 
and rural sections. Approximately 500 full-time 
teachers and at least 1,500 part-time teachers are 
joined with the officials in the Auxiliary Education 
Branch in serving the needs of handicapped pupils_ 

from the report of the Ontario Department of Educa- 

tion, 1948, page 43. The total enrolment for 1948 


was 15,818. Of these 9,702 were boys and 6, 116 girls. 


Two orthopaedic classes were started 
in Ottawa in 1926 and later one was formed in Essex. 
In all there were 8 orthopaedic classes in operation 
in 1948 and this number has since been increased 
to 18. 


A summary of auxiliary classes for 1948 
appears in Table K1. 


TABLE K1 


AUXILIARY CLASSES FOR HANDICAPPED CHILDREN IN ONTARIO, 1948 


Classes 


Number of 


Teachers 


Opportunity classes for backward 
and psychopathic children 

Partial classes for backward and 
psychopathic children 

Handicraft and special industrial 
classes for 13 years and over 

Opportunity units 

Orthopaedic classes for disabled 
children 

Hospital classes for children 

Sanatoria classes for children 

Open air classes 

Transportation units 

Hard-of-hearing classes 

Oral (deaf) 

Speech correction and lip reading 

Sight-saving classes for children 
with impaired vision 

Home instruction classes for children 
disabled not less than 3 months 

Institutional classes for inmates of 
children's homes, shelters, etc. , 

Rural and urban home instruction units 
for sick and crippled children 

Rural and urban sight-saving units for 
children with defective eyesight 





ABy 1951, the number of orthopaedic classes for disabled children had been increased to 20:- Toronto 
6, Variety Village 4, Windsor 2, Woodeden 2, Chatham 1, London 1, Hamilton 1, Ottawa 3. 


Many other cases, such as lame children, are in the regular classes as well and are not included in the 


above. 


The Ontario School for the Blind 


The Ontario School for the Blind at Brant- 
ford is operated by the Ontario Department of Educa- 
tion for the blind children of the province under a 
special act establishing schools for the blind and for 
the deaf. Living accommodation is provided without 
charge to residents of Ontario. Some students from 
Manitoba, Saskatchewan and Alberta are taken by 
arrangement. The enrolment as of June 1948, was 
171, of whom 98 were boys-and 73 were girls. Of 


these 117 were residents of Ontario. Children start 
their education in this school at the age of six years 
and may continue in the same school until they reach 
the age of 21. The course offered is primarily 
academic although there is a great deal of extra- 
curricular activity. Students may complete their 
junior matriculation at the school, graduations being 
held twice a year. Musical training and choral work 
in particular receive a great deal of emphasis. 
Other vocational training given includes basket weav- 
ing, domestic science for girls and piano tuning 
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for boys. More specialized vocational training is 
provided for these young people by the Institute for 
the Blind after they leave the school. In general 
they are given an academic education and are assisted 
to adapt themselves to their handicap. 


The Ontario School for the Deaf 


The Ontario School for the Deaf was 
established in 1880 at Belleville. As in the School 
for the Blind, living accommodation is provided 
without charge to young people who are residents 
of Ontario, but there is no arrangement for taking 
students from outside the province. In 1948, the 
enrolment was 335, which is the largest number 
on record at the school. The residences and class- 
rooms were planned for 300 pupils. The dormi- 
tories, however, were spacious and it was possible 
to accommodate the larger number without discom- 
fort. ; 


Speech training and lip reading are of 
necessity taught first. If these skills can be mastered, 
an academic education is given. Vocational courses 
which may be taken include beauty culture, sewing, 
typing, business practice, and domestic science for 
girls, while boys can take up printing, woodworking, 
carpentry, welding, farm mechanics and business 
practice. 


In addition to the residential school at 
Belleville, there are 24 auxiliary classes in Ontario 
for the deaf and hard-of-hearing. Thirteen of these 
classes are located in Toronto schools, six at Lon- 
don, three at Hamilton, one at Windsor, and one at 
Ottawa. Nineteen teachers are engaged in this work. 


Fifteen auxiliary speech correction and 
lip reading classes are maintained at schools in 
nine centres; Toronto and the York townships have 
nine classes; Hamilton two, Ottawa one, Brantford 
one, Kitchener one, and London one. 


There is an auxiliary blind-deaf class in 
Almonte and another in Newmarket. 


Ontario Department of Welfare, Division of Child 
Welfare 


Since the conditions under which the handi- 
capped child lives in the community have a direct 
bearing on his health, some reference to the facilities 
of the Ontario Department of Welfare is included. 


Under the Division of Child Welfare, the 
activities of the Children's Aid Societies, the charit- 
able institutions serving children, and the day nurser- 
ies, have been coordinated. 


There were 64,170 children under the 
supervision of the Division of Child Welfare during 
1948, including those in the care of the Children's 
Aid Societies, those receiving protection and help 
in their own homes, and those in day nurseries and 
institutions. 


Directly under the care of the Children's 
Aid Societies, were 19, 072 children in foster homes, 
wage homes, boarding homes, shelters and other 
institutions, including 256 in mental hospitals. Of 
the children receiving protection, 784 were con- 
sidered to be suffering from mental defect or mental 
illness and 638 presented personality problems. 
Close to 300 children, living outside of their homes, 
were so emotionally disturbed that they were in need 
of institutional care but no facilities were available. 


Sight-Saving Classes and Units 


Sight-saving classes are arranged exclu- 
sively for children who requirespecial visual care. 
There were 10 such special classes in the province 
at the time of this survey. There were also 250 
sight-saving units in use in Ontario schools, pro- 
viding magnitype books and other sight-saving ma- 
terials for the use of pupils with defective vision in 
regular school classes. These materials are pro- 
vided where they are recommended on the advice of 
a doctor. 


Toronto, in 1948, with an enrolment of 
96,689 pupils in public elementary and secondary 
schools, had four elementary sight-saving classes 
and one secondary class. The Separate Schools of 
Toronto with 10,463 pupils were using 11 sight- 
Saving units. : 


Sight-saving classes have been maintained 
in Toronto, Ottawa, Hamilton, London and Windsor 
for 20 years and one has recently been inaugurated in 
Secord School, East York Township. 


Speech Therapy 


One of the important features in the treat- 
ment of the cerebral palsied child is speech training. 
It is readily understandable that the child's ability 
or inability to express his ideas may be a determining 
factor in the success or failure of any plan of educa- 
tion. 


While it is agreed that speech correction 
in auxiliary classes is most necessary, many of the 
children and especially the cerebral palsied group, 
have handicaps which should receive intensive treat- 
ment in speech clinics. 


Speech clinics are established at the 
Hospital for Sick Children and at Sunnybrook Hos- 
pital, Toronto. These clinics employ the services 
of three professional speech therapists who re- 
ceived their degrees from universities outside of 
Canada. 


Wellesley Orthopaedic School 


Wellesley Orthopaedic School is located 
in Toronto. In order to provide accessible class- 
rooms for orthopaedically handicapped children, the 
Toronto Board of Education, in April 1926, equipped 
the main floor of the grade school building with ramps 
and other necessities. 
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Many of the orthopaedic children are in 
wheel-chairs or on crutches, and have to be trans- 
ported by bus. 


The teachers are assisted by a physio- 
therapist and an occupational therapist, who carry 
on instruction extra-murally as well as in the class- 
room. 


The school is prepared to take the pupil 
up to Grade X. Enrolment fluctuates considerably 
during the year due in some instances to the variety 
of handicaps under which the pupils are laboring. 
At the end of June, 1948, the classroom enrolment 
was 64, the homebound enrolment was 125. Of 
those discontinuing during the year, six were sent 
to private schools, 15 ceased because of illness 


and the remainder were enabled to return to regular 
grade school instruction. 


The percentage of promotion for 1948 
was 77.5 per cent. Seven out of eight Grade VII 
pupils gained high school entrance. Of these, there 
are attending collegiate and one is taking a business 
course. 


Federal Government Crippled Children's Grant 


Under the federal health grant program 
a yearly grant of $158,777 has been made available 
to Ontario by the federal government and adminis- 
tered by the province for the promotion of better 
and more complete services for crippled children. 
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CHAPTER II 
VOLUNTARY OR NONGOVERNMENTAL SERVICES 


Public General Hospitals 


While the facilities and services of all 
community hospitals are available to the handicapped 


15, 212 beds in public general hospitals in Ontario 
in 1948, 1,108 or 7.28 per cent were designated as 
paediatric beds or cribs. The largest number (432) 
of these were in the Hospital for Sick Children, 


child, there are special facilities at certain centres. Toronto. The regional distribution is set down in 
Of the government rated bed capacity of Table K2. 
TABLE K2 


PAEDIATRIC BEDS OR CRIBS IN GENERAL HOSPITALS IN ONTARIO, 1948 


Paediatric 
Beds 


Ontario 





Adult and 
Children 
Beds 


% of Total 
Bed Capacity 


x Hospital for Sick Children, Toronto has 432 beds. 


I.O.D.E. Preventorium 


This institution, located in Toronto, is 
devoted almost entirely to the active treatment of 
tuberculosis and is dealt with in Section G on the 
Prevention, Treatment and Control of Tuberculosis 
in Volume II, Report of the Ontario Health Survey 
Committee. 


Patients are admitted through the clinics 
of the Hospital for Sick Children. 


Home for Incurable Children 


The Home for Incurable Children, Toronto 
Operated under the direction of a board, accommodates 
20 boys and 20 girls. 


The children admitted have incurable 
physical disabilities, mostly of congenital origin. 
Mentally afflicted children are not usually accepted. 
The ages of the children range from one to 16 years 
at which time they may be transferred to the Queen 
Elizabeth Hospital, Toronto. 


All children admitted to the home will 
not require to be in an institution for life. Some 
learn useful crafts which enable them to leave the 
home and contribute to their own support. 


The Toronto Board of Education supplies 
the home with one teacher who has had auxiliary - 
class training. All elementary grades are taught. 


Other Accommodation For Chronically Ill Children 


The East Windsor Hospital also admits 
a number of children with chronic illnesses, owing 
to the lack of other special accommodation. On 
occasion other hospitals offering long-term care may 
admit a child, under special circumstances. 


Children's Convalescent Camp, Burlington, Ontario 


This camp is operated by the women's 
auxiliary of Hamilton General Hospital. Children, 
ranging in age from five to ten years, are selected 
by the social service department of Hamilton General 
Hospital, and are given one month's holiday. Three 
registered nurses and an occupational therapist are 
available during a two-month summer period. 


Illahee Lodge, Cobourg, Ontario 


Illahee Lodge, a summer camp for child- 
ren suffering from heart, chest and diabetic condi- 
tions, is sponsored and financed by the Kinsmen Clubs 
of Toronto and operated by the Neighbourhood Workers 
Association. Approximately 150 children (85 girls 
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and 65 boys, ) eight to 14 years of age can be accom- 
modated in three groups during the summer months. 
The individual needs of the children are studied and 
program limitations and special diets arranged where 
necessary. Medical attention is given by senior 
internes from the Hospital for Sick Children. 


Variety Village, Scarborough, Ontario. 


This is a residential vocational training 
school for orthopaedically handicapped youth which 
was opened in September, 1949. 


The 24 pupils are selected by the Ontario 
Society for Crippled Children and the cost of their 
stay at Variety Village is financed by the Variety 
Club of Toronto. 


The Ontario Department of Education 
supports the Variety Village School by means of the 
following grants: 


(a) A grant of 50 per cent of the cost of 
instruction (teaching and teaching equipment). 


(b) An auxiliary grant as an orthopaedic 
class up to a maximum of $600.00 a year per teacher. 
There were five teachers in 1950. 


The pupils accepted at the present time 
are 16-18 years of age. They receive training in 
the basic processes underlying industrial arts and 
crafts, in commercial work, in the operating of 
small business machines and in watch repairing. 


Special attention by a professional staff 
is given to the medical and recreational needs of 
the students. Necessary treatments are supervised 
by a medical advisory committee working with the 
Toronto East General and Orthopaedic Hospital. 


During the summer months, Variety 
Village houses the children and staff from Woodeden, 
a residential training centre for cerebral palsied 
children which is operated by the Ontario Society 
for Crippled Children. This is done so that Woodeden 
may be operated as a summer convalescent centre. 


Ontario Society for Crippled Children 


The Ontario Society for Crippled Child- 
ren was organized in 1922 by a group of six service 
clubs. In 1928 the first staff member was appointed 
and an office was opened in the name of the society. 
Since that time it has received support from many 
other service clubs in the -province. 


Grants to the society from the Ontario 
government also began in 1928, and from that time 
until 1948, a total of $141, 000 had been paid by the 
province. The 1948 grant amounted to $6,000. A 
portion of the federal government grant to Ontario 
for aiding crippled children has also been allocated 
to the society. Government grants reported in the 
Society's financial statement for the year ended 
May 31, 1950, totalled $55, 578. 26. 


Receipts including balance brought for- 
ward from the previous period, were reported at 
$450, 910. 38 for the year ended May 31, 1950. Ac- 
cording to the society's auditors, however, receipts 
for the 1950 Easter Seal campaign were not complete 
at the time of the report, so they were held ina 
Separate bank account and were not brought into 
the general accounts. 


It is the society's purpose to serve the 
needs of orthopaedically handicapped children dis- 
covered in Ontario. This includes the cerebral 
palsied, and it aims particularly at seeing that medical 
treatment is received. The society's basic service 
is its nursing service. The nursing staff includes 
a director of nursing, two assistant directors, 11 
district nurses and one physiotherapist, all graduates 
in public health with special training in orthopaedics. 


The nursing staff works out of eight district 
offices across the province. 


The society owns three summerconval- 
lescent camps for children and a residential training 
centre for cerebral palsied children. At the request 
of the Variety Club of Toronto it also operates Variety 
Village, a residential vocational school for orthopaedi- 
cally handicapped boys which was built and is main- 
tained by the Variety Club as noted earlier in this 
chapter. 


In 1937, the society organized Blue Moun- 
tain Summer convalescent camp near Collingwood, 
Ontario, with accommodation for 45 children. Four 
groups attend during the summer season, each stay- 
ing for three weeks. This brings recreational and 
therapeutic facilities to 180 children each year. A 
professional staff is employed to serve the needs of 
a variety of disabilities. 


In 1946, Woodeden, at Kilworth, Ontario, 
was established as a summer convalescent centre 
for orthopaedically handicapped children. It accom- 
modated groups of 40 children for periods of three 
weeks. Since November, 1949, Woodeden has operated 
a residential training centre for cerebral palsied 
children, financed in part by a provincial government 
grant. It accommodates 20 patients between the 
ages of three and six. The staff includes a super- 
intendent, who is a registered nurse; a director of 
training, whois a physiotherapist; an assistant 
physiotherapist; occupational therapist; spéech 
therapist; nursery school teacher; and the necessary 
attendants and domestic staff. During the summer 
these cerebral palsied children and staff are trans- 
ferred to Variety Village, near Toronto, to permit 
the use of Woodeden as a Summer convalescent centre. 


Merrywood-on-the-Rideau at Rideau Lake, 
Ontario was opened in 1948, providing further summer 
camp accommodation for groups of 30 children. Four 
such groups attend in the course of a season, each 
staying three weeks. 


Health Programs of Service Clubs 


The service clubs of the province have 
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played an important part in discovering and helping 
handicapped children. 


A fairly complete network of service 
clubs covers almost every city, and a part of the 
rural areas of Ontario. The Survey Committee 
secured information from 138 clubs. Of these, 
114 were able to give actual figures showing that 
in 1948 they had allocated a total of $497, 666.69 to 
health programs. Some of the clubs have been active 
in this field for as long as 30 years with a continu- 
ous record of contributions. 


During 1948, service clubs throughout 
the province gave support to the fight against tuber- 
culosis and cancer, lending their executive aid as 
well as providing funds. The various clubs have 
contributed equipment to hospitals, equipped and 
prepared to operate a rheumatic heart clinic, sup- 
ported hydrotherapy classes for victims of polio- 
myelitis, installed swimming and bathing pools, 
financed dental examinations of school children and 
treatment where parents were unable to pay, con- 
ducted sight-saving clinics, providing glasses and 
treatment where necessary, and participated in 
health education. 


Women's Organizations 


The women's organizations of the pro- 
vince including church, social, business, school, 
community and rural groups, have provided funds 
for coordinated efforts in the health field and have 
formed a liaison between their communities and 
public health authorities. 


Cerebral Palsy Parents’ Groups 


In November, 1947, Cerebral Palsy 
Parents' Associations were organized in Toronto, 
Windsor, London, and Chatham with the primary 
purpose of parent education. It is the aim of these 
organizations to obtain information on the degree 
and type of handicap in the child, with a view to 
helping both the parents and their children. Recently 
groups have been organized in Sarnia, Ottawa, St. 
Catharines and Port Arthur-Fort William. 


The Kent County Parents Association, 
at Chatham, has a membership of 95 although not 
all of these are parents of cerebral palsied children. 
They planned to obtain the facilities of a hospital 
school and clinic for the 31 cerebral palsied cases, 
of a total of 65 orthopaedically handicapped children 
from the district. 


In London a clinic for cerebral palsied 
children isheld at the Victoria Hospital. In ad- 
dition, since December, 1949, there has beena 
class of 16 children enrolled at the Princess Eliza- 
beth School. 


In Toronto, parents attend night classes 
at Wellesley School to learn how to instruct their 
children who are too old to attend the Junior League 


Carlton Street School, or whose condition makes 
them ineligible for admission to Wellesley School. 


The Ontario Federation for the Cerebral Palsied 


The Ontario Federation for the Cerebral 
Palsied was organized in 1949, to coordinate the 
work being done for cerebral palsied children. It 
maintains liasion with the Ontario Society for Crip- 
pled Children, the Cerebral Palsy Partents Groups 
and service clubs. One of its major activities is 
assisting in the organization of cerebral palsy parent 
groups throughout the province. 


Cerebral Palsy Clinic and Nursery School 


This project, organized by the Junior 
League of Canada, is to be financed and operated 
by them for five years. It occupies three separate 
rooms of the Carlton Street United Church Sunday 
School, Toronto. Living-in accommodation is not 
provided. One room is equipped for occupational 
therapy, a second for physiotherapy and the third 
is a classroom with equipment designed for cere- 
bral palsied children. 


The staff includes a physiotherapist, an 
occupational therapist, a nursery school teacher and 
a part-time speech therapist. Volunteers provide 
transportation for the children between their homes 
and the school. 


The clinic serves the greater Toronto 
area. Children attending have a monthly check-up 
at the Hospital for Sick Children. 


As part of the program, the mothers 
attend the school occasionally to learn procedures 
which may be carried out at home. 


Enrolment at the time of this survey was 
14 and six of these attend the nursery school. 


Toronto Occupational Therapy Centre 


This centre which is under the direction 
of a board composed of professional and lay people, 
has facilities for treating 40 to 50 patients monthly 
at the centre plus 40 more each month in their homes. 
Approximately half the patients are children. There 
is no residential accommodation. One station wagon 
serves the two home-visiting therapists. 


The director and staff of the centre are 
all registered therapists. There are two therapists 
in the home service visiting department and three 
therapists (including the director) for the centre 
service. . 


Cases treated include cardiac defects, 
cerebral palsy, orthopaedic defects, arthritic de- 
fects, and behaviour problems. 


Patients are referred to the centre by 
physicians, public health nurses, out-patient depart- 
ments, the Toronto Board of Education, Institute of 
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Child Study, convalescent hospitals and the Workmen's 
Compensation Board. 


The City of Toronto assumes no financial 
responsibility for the support of nonpaying cases at 
the centre. The work is supported by the Community 
Chest, interested individuals and patient fees which 
vary from 25 cents to $2.00 per treatment. 


The centre also serves an education purpose. 
Second and third year students in occupational therapy 
at the University of Toronto attend the centre for 
demonstrations and on graduation serve two three- 
month periods of internship. 


Windsor Red Cross Curative Workshop 


Under the sponsorship of the local branch 
of the Canadian Red Cross Society, the Curative 
Workshop in Windsor, Ontario, has been in operation 
for a number of years, serving both children and 
adults. 


The treatment staff consists of a director, 
assistant director (both occupational thereapists), 
two full-time assistant occupational therapists and 
one part time in charge of home service, one physio- 
therapy supervisor and two assistant physiotherapists. 


Members of the professional staff are gra- 
duates of recognized coursesin physiotherapy and 
occupational therapy. 


Transportation to and from occupational 
therapy centres has always been a problem for the 
handicapped. The curative workshop has two drivers 
and a carrier to transport the children in Red Cross 
vehicles. 


Dur ing 1948, there were 1, 681 physiotherapy 
and 2,331 occupational therapy treatments givenas 
well as 2, 726 combined treatments. 


At the present time, there is an average 
of 180 patients a month, - 60 children and 120 adults. 


The accommodation consists of seven 
large rooms plus offices and a treatment pool. There 
is an education set-up operating in the workshop. 
The local branch of the Canadian Red Cross provides 
the services of a teacher for academic instruction 
and speech therapy on a full-time basis. 


Brantford Occupational Therapy Centre 


This centre, sponsored by the local branch 
of the Canadian Red Cross Society, has been operating 
Since 1947, with facilities for both adults and children. 
There are three rooms in use which will accommodate 
approximately 25 patients. The staff consists of one 
occupational therapist who alsomakeshome visits 
and spends two and a half days a week at the Brant- 
ford General Hospital. 


The Hamilton Association of Occupational Therapy 


This organization has been established 


since 1935. It has facilites to treat 75 patients per 
month. The staff consists of three occupational 
therapists and one physiotherapist. Therapy given 
is largely of the vocational type. Members of the 
staff also make hospital visits if required. The 
Hamilton General Hospital pays $500.00 annually 
for services from the association. 


Canadian National Institute for the Blind 


The Canadian National Institute for the 
Blind, which had its beginning in 1918, is a national 
organization with headquarters in Toronto. It main- 
tains divisions in other parts of Canada. Theinstitute 
works closely with the Department of Education in 
matters of mutual concern, for example the Ontario 
School for the Blind at Brantford, and visits homes 
in Ontario that are known to have blind children under 
Six years of age. The parents are counselled to 
the end that the children may be allowed to develop 
a high degree of independence and be ready to attend 
the school for the blind when they reach six years of 
age. The institute also provides guidance, vocational 
training and placement assistance for young people 
when they leave the school. 


The institute maintains a library in Toronto 
which contains hundreds of books in braille and moon 
type as well as talking book records. On request, 
these are sent postage free to all parts of Canada for 
the use of those with impaired sight. 


In the professional category, the institute 
employs a librarian, a vocational guidance counsellor, 
three trained social workers, one consultant ophthal- 
mologist, and two public health nurses. It also em- 
ploys a number of trained nonprofessional personnel; 
16 field secretaries, 14 special vocational teachers 
for Ontario, four placement officers for Ontario, ten 
supervisors for sales stand work in Ontario, one 
business manager, one business director, two busi- 
ness secretaries and one music consultant. 


The institute cooperates with the Society 
for the Deaf, Ontario Society for Crippled Children, 
service clubs, Departments of Health and Education, 
Children's Aid Society and other voluntary agencies 
as well as with physicians and specialists. The 
institute provides consultation Services and if neces- 
sary, glasses and artifical eyes for school children. 
Where parents are unable to pay, these services 
are free. The field staff of the institute speaks to 
children, service clubs and church groups through - 
out the province, stressing the need for proper care 
and treatment of the eyes. Bursaries are donated 
to blind or nearly blind boys and girls with promising 
academic standing to specialize at university or in 
music. 


National Society for the Deaf and Hard-of-Hearing 


In Ontario, a start has been made in 
seeking out children with impaired hearing through 
public health staffs and school nurses. It is obvious 
that nothing is accomplished by the discovery of the 
deaf and hard-of-hearing children unless every effort 


429 


is made to give effect to the findings and prescrip- 
tion of the examining otologists. This has been made 
a major objective of the society's program. 


The society offers a list of services 
designed to help the individual with impaired hearing. 
These services include: 


1. An initial consultation to determine 
the problem and needs of the indi- 
vidual, 


2. Reference to otologists, physicians 
and clinics, 


3. Special counsel and explanation of 
hearing-aid operation, especially to 
children, 


4, Assistance in lip reading, 


5. Personal adjustment aid to relieve 
emotional stress, 


6. Placement service, 


7. The dissemination of information 
concerning the problem to parents 
of preschool children, public health 
nurses, welfare units and teachers. 


A report on each child is sent to physicians, 
public health nurses, or educators, by whom the 
child was referred. A routine check has been estab- 
lished which ensures that the prescribed treatment, 
therapeutic measures, or educational adjustment are 
followed. Arrangements are also made for retesting. 
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CHAPTER III 


EXTENT OF PROBLEM OF CRIPPLING CONDITIONS IN 
CHILDREN IN ONTARIO 


While some estimates have been made as 
to the number of crippled children and the causes of 
their disabilities, there is no exact information avail- 
able. The following estimates, therefore, are pre- 
sented with reservations. 


Population under 21 Years of Age 


The total population under 21 years of 
age in Ontario in 1948 was estimated at 1, 497, 980 
or 35.2 per cent of the whole population of the pro- 
vince. At June 30, 1948, 690,592 were enrolled in 
the Ontario schools. Of these, 564,529 (81.74 per 
cent) were in elementary schools (public and separate, 
and 126, 083 (18.26 per cent) were in secondary schools 
including vocational schools. 


Poliomyelitis 


Poliomyelitis or infantile paralysis is 
responsible for a considerable portion of the ortho- 
paedic handicapping, but not to the extent popularly 
believed. About 20 per cent of orthopaedic crippling 
is now attributed to "polio". Of 1, 135 cases diagnosed 
and reported in Ontario in 1949, 730 or 64.32 per 
cent were non-paralytic types while 405 had varying 
degrees of paralysis. In 1949, out of every 100 cases 
diagnosed and reported, 65 were not paralysed, 25 
had paralysis with a modern degree of disability while 
10 were paralysed with serious disability. Of the 
25 moderately disabled, 15 would be employable. 


Poliomyelitis is a recurring and constant 
cause of crippling as is indicated by statistics supplied 
by the Ontario Department of Health. (see Table K3) 


The incidence rate of the disease for 
1948 was 8.7 per 100, 000 of population. In 1949, 
there were approximately 27 cases diagnosed per 
100, 000 population. 


Cerebral Palsy 


At the present time there is no means 
of determining the actual number of cerebral pal- 
sied children in the province. The private and public 
agencies may have lists of those who have come to 
their attention, but there are gaps and duplications 
which make the figures meaningless. The 1950 
records of the Ontario Society for Crippled Children 
show 861 cerebral palsied children on their nurses‘ 
case load, 19.2 per cent of the 4, 489 handicapped 
children known to them, but they claim to cover only 
63.7 per cent of the population of Ontario and not 
all cases even in the territory covered are reported 
to them. For example, the society has 23 cases 
under supervision in Toronto district in 1949 while 
the city had a record of 150 cases in the city alone, 
and that was admittedly far short of the actual num- 
ber. 


Heart Disease Among Children in Toronto. 


At the beginning of 1948, a project for 
the discovery, registration and management of heart 
disease in the children of Toronto was initiated by 
two Toronto physicians. The project was financed 
by a service club for a period of two and one-half 
years. 


School children, preschool age children 
and children on the records of clinics and hospitals 
were examined. 


Of 1,324 children examined, 291 had con- 
genital abnormalities of the heart. Of thelatter num- 
ber, 29 died. Forty-five per cent of the 29 died in 
the first five days of life and 83 per cent of the 29 
did not reach the age of one year. 


Of the total number examined, 172 had 
rheumatic fever, of whom 120 had rheumatic heart 


disease. 


TABLE K3 
POLIOMYELITIS CASES IN ONTARIO, 1944-49 


Total Non- Dc ieeea Percentage 
Cases Paralysed Sioa Nonparalysed 
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Of 1,020 school children examined, whose 
attendance, disposition and progress cards showed 
a suspicion of heart ailment, 703 proved to have 
functional murmurs of no significance. 


In Toronto, approximately 15 children 
with heart disease require the services of a visiting 
teacher because of their inability to attend school. 


The possibility of having special auxiliary 
classes for children with heart conditions was con- 
sidered by the City of Toronto but the opinion ex- 
pressed by professional consultants was that it was 
inadvisable mirticularly from a psychological stand- 
point. If a child has a dangerous heartcondition, he 
is confined to bed. If he is up and about, he will 
be able to attend regular classed in school although 
restricted so far as certain sports are concerned. 


Blind 


There are 160 blind children under the 
age of 16in Ontario, according to the Canadian 
National Institute for the Blind, Ontario Division 
Register. However, this is no comprehensive re- 
gister, nor are Statistics available on the number 
of children suffering from defective vision, 16 years 
of age and under. 


Colonel E. A. Baker, managing director 
of the Canadian National Institute for the Blind, 
estimates that for every sightless young person 
registered with the C.N.I.B. as blind, there are 
at least ten in the partially blind group ranging from 
6/60 plus, up to 6/18. It is estimated that 80 per 
cent of the blind lose their sight in adult life. 


Deaf and Hard-of-Hearing 


The estimates of the National Society for 
the Deaf and Hard-of-Hearing are based on the 1941 
census figures. Although the problem is probably 
greater because of a half-million increase in popula- 
tion, it would appear inadvisable to apply 1948 ratios 
on the basis of the 1941 figures because of recent 
advances in the treatment of middle ear conditions. 


The number of totally deaf children re- 
corded in Ontario in 1941 was as follows: 


Preschool (ages one to four) 112 
School (ages five to fifteen) 309 
Total children under sixteen years 421 


The number of hard-of-hearing children 
in the province was estimated to be as follows: 


Preschool (ages one to four) 5, 300 
School (ages five to fifteen) 14, 500 
Total children under 16 years 19,800 


It is estimated that there are about 1, 300 
children born each year in Ontario with hearing 
disabilities which will require discovery. 


It should be understood that the Ontario 
figures quoted are estimated, but care has been 
taken that figures are minimal. There were 327 
in attendance at the Ontario School for the Deaf, 
in Belleville; 32 in Clinton Street School, Toronto; 
and other deaf are being taught in special classes 
in Ottawa, in suburban Toronto, Hamilton and Wind- 
sor. 
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CH'APTER IV 


ESTIMATES OF HANDICAPPING CONDITIONS IN CHILDREN, 
FROM OTHER SOURCES 


. 


The Cerebral Palsied 


The report of the Cerebral Palsy Survey 
in Schenectady County, New York in 1948-49 is a 
contribution to the study of this problem. Govern- 
ment and voluntary agencies, as well as the medical 
services, collaborated in an intensive search of re- 
cords in an effort to determine the number of cerebral 
palsied residing in the county. In addition, and in 
order to determine the number not known to physicians 
and other medical agencies, a house to house canvass 
was made of a representative sample of the county 
population. The sample covered 7,000 families, 
including 22,528 or about one-sixth of the population 
of the county. 


This sample study, in turning up unre- 
ported cases in the preschool and postschool groups, 
enabled the survey to estimate the number remaining 
undiscovered in the county. On the basis of estab- 
lished records and sample findings, the Schenectady 
Survey estimates that in the county's population of 
137,488, there are 209 cases of cerebral palsy of 
all ages, or 152 per 100,000 population. It was noted 
in this survey that the maximum prevalence rates 
appeared in the age groups five to nine and 10 to 14 
years - about 591 and 450 cases per 100,000 of popula- 
tion of these age groups, respectively. The high 
prevalence rate at these ages may be accounted for 
by (1) natural reluctance of the family to have the 
child examined earlier so discovery is made only 
on admission to school and (2) the difficulties of 
diagnosis and classification in the infant and pre- 
school age group. 


At the prevalence rate of 152 cerebral 
palsied of all ages per 100,000 of population, arrived 
at through the findings of the Schenectady Survey, 
there would be a total of about 6, 500 cerebral palsied 
children and adults in Ontario. Of these, a consider- 
able number would still be at an age to benefit from 
training and education. 


T he Deaf and Hard-of-Hearing 


The method of assessing the extent of 
handicapping by working out an index or percentage 
rate, using typical samples of the population was 
used by the National Society for the Deaf and Hard- 
of-Hearing. To quote from the society's report: 
"Hearing tests in Canada (Kitchener, Montreal, 
Battleford, London, Saint John, Oxford County, St. 
Boniface, Vancouver, Ottawa, and Halifax) show 
that the actual or potential incidence varies from 
two to four per cent of population". 


Orthopaedically Handicapped Children 


The Ontario Society for Crippled Children 
estimates that the total number of children with 
orthopaedic handicaps in Ontario is 3.5 per cent of 
the total population (approximately 15,000). This 
estimate is based on information and experience 
gained by the society in its county services. The 
society states that due to lack of complete information, 
the estimate cannot be taken as entirely correct, 
but states that in the province there are at least that 
many children with orthopaedic handicaps. 
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CHAPTER V 


SUMMARY OF 1949-50 HANDICAPPED CHILDREN SURVEY 
CONDUCTED BY HAMILTON, ONTARIO, BOARD OF HEALTH 


During 1949 and 1950, the board of health 
of the city of Hamilton, Ontario, maintained a register 
of handicapped children of school and preschool age. 


In Hamilton there were approximately 
30,000 children of school age and approximately 
15, 000 in the infant and preschool group, making 
a total of 45,000 children under 16 years of age in 
1949. 


The survey found 783 children with handi- 
capping conditions; 575 in the school age group 
(approximately 19 per 1,000), and 206 preschool 
(approximately 14 per 1,000). Of the school age 
group, 173 were not in school at the time of the sur- 
vey. 


The registry, according to a statement 
made by Hamilton officials, while far from complete, 
has been developed by public health nurses investi- 
gating cases known to them in the schools, homes and 
elsewhere, and information received from the board 
of education, hospitals and voluntary societies. Prac- 
tically all cases at the time of this report had been 
seen by a physician althoughdiagrosis nad not been 
completed in every case. 


Table K4 illustrates the number of children 
which fall into three broad categories; congenital 
malformations, which include orthopaedic and other 
structural and organic disabilities; conditions affecting 
bone, joint and muscles, primarily concerning struc- 
ture and locomotion; and the third group comprised 
essentially of other organic and mental defects. 


There were 82 cases of cerebral palsy 
listed, a ratio of approximately 1.8 per 1, 000 of 
child population under review; also 59 cases of 
heart disease, congenital or rheumatic, a ratio of 
approximately 1.3 per 1,000; and 88 cases of mental 
deficiency, a ratio of approximately 2.0 per 1, 000 
of children under 16. 


The number classified as being mentally 
defective does not include all cases of this nature. 
Certain cerebral palsy and epileptic cases, for ex- 
ample, are mental defectives as well but are cate- 
gorized under the physical condition. The report 
stresses that the number of defectives stated by no 
means represents the total picture. The totals do 
not include children in institutions and those un- 
disclosed to the official agency. It is merely an 
expression of the numbers which have come to the 
attention of the city's board of health as problem 
cases. 


Of the 402 handicapped children attending 
school, 331 or 82.5 per cent are in regular classes 
and 71 in special classes. The board of healthsug- 
gests that 106 (or 32 per cent) of these children in 
regular classes should be given further consideration 
for special class placement and indicates the number 
noted in this respect. 


It is assumed by those conducting the 
survey that probably 25 of the 52 children suggested 
for orthopaedic or physically handicapped class would 
be admitted to special classes if suitable facilities 
were abailable. 


TABLE Table K4 


GENERAL CLASSIFICATION OF DISABILITIES FOUND AMONG 
HAMILTON CHILDREN OF SCHOOL AGE 






SCHOOL AGE 





Congenital Malformations 









Conditions Primarily 
Affecting Bone, Joint and 
Muscle 






Other (including mental) 





15 
43 
115 
173 


121 
199 





In Not In | Preschool 
School | School 
82 













Rate Per 1, 000 
Children, Popula- 
tion Under Review 
(45, 000 Children) 






Per Cent 
of Total 
Defects 






172 


72 236 30 


ioe 





TABLE K5 
NUMBER OF HANDICAPPED HAMILTON CHILDREN IN REGULAR 
CLASSES WHO MIGHT BE CONSIDERED FOR SPECIAL PLACEMENT 










Special Class 


Orthopaedic or Physically Handicapped 







Hard-of- Hearing 






Vision Conservation 






Auxiliary 






Institutions 






Mental 






Orthopaedic 


Of the 173 handicapped children not attend- 
ing school, 40 are suggested as eligible for routine 
classroom, 51 for physically handicapped class and 
14 for hard-of-hearing, vision conservation and 
auxiliary classes. It is suggested by those con- 
ducting the survey that 68 children in this group, 
including 53 mental cases, should be placed in in- 
stitutions. 


It is estimated that of the 208 preschool 
handicapped children known to the board of health 
in Hamilton, 92 may eventually be able to attend 
regular classes, but these figures are not presented 
as reliable. 


Table K6 presents an estimate of what 
might be required for the whole group in the way 
of special class facilities, if such were available, 
also certain recommendations of institutional place- 
ment. 


It would appear from Table K4, that 310 
of 575 handicapped children of school age, or 54 


Number of Children 





per cent, are considered for special class or insti- 
tutional placement. Of the 310, but 71 (23 per cent) 
were so placed in special classes when the preliminary 
information was received. Again it should not be 
assumed that special school facilities should be pro- 
vided for the remaining 239 children, a considerable 
number of whom might be eligible for institutional 
placement and others of whom might be expected to 
progress favorably. 


It is estimated that in the final analysis, 
about half (50 out of 103) orthopaedically or physically 
handicapped children of school age would be eligible 
for special classes, if such were available. This is 
in addition to the eight children so placed at present. 
This would include children with orthopaedic and 
other conditions such as heart, kidney, etc., who 
might benefit from temporary or continued placement 
in special classes where provision for rest, diet, 
occupational and physiotherapy are available. Itis © 
difficult to estimate the number of preschool children 
who would be accepted in special classes, but Table 
K6 does suggest that year by year provision should 
be made for this possibility. 
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TABLE K6 
ESTIMATED EDUCATIONAL NEEDS OF 426 HANDICAPPED HAMILTON CHILDREN 


SCHOOL AGE 
Suggested Special 


Class or Presently in 
Institution Special Class 
as Indicated 


Infant and 


In Regular Preschool 


Class Now 


Class 


Orthopaedic or physi- 
cally handicapped 


Hard-of- Hearing 
Vision Conservation 


Auxiliary 


Institution 


Mental 
Deaf 
Blind 


Orthopaedic 





CHAPTER VI 


STUDY OF HANDICAPPING RECORDS IN ONE ONTARIO 
TOWNSHIP 


In studying the extent of handicapping 
conditions among Ontario children, the Survey Com- 
mittee analysed the records available in one south- 
western Ontario township. This particular township 
was chosen because it represented a near balance 
between urban and rural population, including an 
industrialized town with an assessed population of 
6,920 and a surrounding rural population 6,303. The 
school populations were 1,648 in the town and 902 in 
the township. 


Officers and records of the following 
agencies were consulted; the county health unit, 
society for Cripped Children, hospitals, Victorian 
Order of Nurses, schools, Women's Institutes, 
Federation of Agriculture, and Home and School 
Associations. In addition, the cooperation of physi- 
cians, optometrists, teachers and others was en- 
listed. 


It was found that the records on the infant, 
preschool and postschool age groups were most 
limited. Postschool age records were practically 
nonexistent. The records of the voluntary agencies 
consulted were, on the whole, incomplete, or limited 
to a specific handicap. No names were added to 
the roll from the records of the medical profession 
but contact with the physicians did give confirmation 
of diagnosis in doubtful cases. 


The main source of information regarding 
the school-age child proved to be the attendance, 
disposition and progress cards used in the schools. 


These cards bear the diagnosis of the examining 
doctor for the school and are standard practice in 
any school area in the province which is covered 
by a full-time medical officer of health. The field 
staff of the Survey Committee examined the cards in 
all the elementary schools inthe area. There were 
no health services in the high schools and no re- 
cords available from that source. The child health 
centres and the medical officer of health for the 
county health unit provided the information record- 
ed on preschool children. In addition to those in- 
cluded in the figures submitted in Table K7, there 
were 54 children in the town and 14 in the rural town- 
ship who had visual deficiencies which had been cor- 
rected by glasses or were not of so serious a nature. 
Oculists and optometrists made their records avail- 
able to the Survey Committee and commented upon 
the high rate of visual deficiency in the area. 


A careful analysis and screening by a 
physician, of the individual reports of handicapping 
conditions in the children of school and preschool 
age as submitted to the field staff conducting the 
pilot study, showed that in the town there were 128 
children and in the rural township 71, a total of 199 
children whose condition would necessitate treat- 
ment or training and special placement in employ- 
ment or institutions. 


Table K7 shows the number of handicapped 
children according to their specific major handicap. 
In some cases the handicapping was multiple. 
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TABLE K7 
A TOWNSHIP PILOT STUDY OF HANDICAPPING CONDITIONS IN CHILDREN 


TOWN RURAL TOWNSHIP 
(School Population 1,648) (School Population 902) TOTAL 
SCHOOL PRESCHOOL SCHOOL | PRESCHOOL 
AGE AGE AGE AGE 


2 
3 
2 
1 


Note: In compiling this table postoperative cases where recovery was complete to the point that 
the child was not considered handicapped academically, socially or in his employability, 
were not included, nor were children with corrected vision. 













MAJOR DEFECT CLASSIFICATION 









CONGENITAL MALFORMATIONS 





Feet, Hands and Shoulders 
Strabismus 

Hare Lip and Cleft Palate 
Heart 

Deaf 

Cataracts 

Spina Bifida 

Other 
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BONE, JOINT, MUSCLE 






Postaccident 
Cerebral Palsy 
Poliomyelitis 
Hydrocephalus 
Other 4 






De 








OTHER DEFECTS 





Eye 
Mental 13 
Speech 

Hearing 

Asthma 

Mentally Retarded 
Neurological 

Rheumatic Fever 
Epilepsy 

Eczema 

Bronchitis 

Nephritis 

Pulmonary Tuberculosis 
Rheumatic Heart 

Other 
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REHABILITATION OF ADULTS 
SUMMARY 


The following chapter deals with the re- 
habilitation of adults in Ontario. The material is 
presented in the form of an inventory. It has been 
found even more difficult to obtain comprehensive 
records on handicapped adults than on handicapped 
children, 


Attention has been called to the fact that 
the word "rehabilitation" is being used loosely, and 
sometimes in a very limited sense, Medical diction- 
aries have defined its application as, "The restora- 
tion to useful activity of individuals who have suffered 
from physical or other disability", 


In reviewing the agencies engaged in this 
work, it may be seen that the Workmen's Compen- 
sation Board, the federal Department of Veterans 
Affairs, and the Canadian Paraplegic Association 
have a program which includes hospitalization, 
medical care, nursing, physical medicine, re- 
education and placement service. The eligibility 
of persons for treatment, however, is restricted 
respectively to those covered by workmen's com- 
pensation, veterans and paraplegics. 


Other agencies engaged in rehabilitation, 
whether governmental or voluntary, limit their ser- 


vices to one or more divisions of the work, or to 
one type of disability. 


Specifically, the National Employment 
Service deals with placement of handicapped per- 
sons; the Ontario Department of Education provides 
special courses, both academic and industrial; some 
voluntary groups have job-training centres such as 
those conducted by the Red Cross Society, anda 
few hospitals and sanatoria are equipped and staffed 
to give occupational therapy and physiotherapy. 


The Canadian National Institute for the 
Blind and the National Society for the Deaf and Hard- 
of-Hearing restrict their activities, including re- 
education, job training and placement, to these two 
groups of handicapped persons. 


While it is true that there exists a more 
or less systematized coordination of effort among 
the agencies contributing certain specified services, 
their concentration in three or four cities of the 
province means that referral often involves trans- 
portation of patients from distant points, whereas 
in many cases the treatment required could be made 
available in the community. 


CHAPTER I 
GOVERNMENTAL REHABILITATION FACILITIES 


Department of Veterans Affairs 


The facilities of the Department of Vet- 
erans Affairs are restricted to the use of handicapped 
veterans (with the exception of civilian paraplegics). 


Physiotherapy and occupational therapy 
services are available in the D.V. A. hospitals, and 
all necessary appliances are supplied. During the 
treatment and convalescence, educational courses 
may be taken under the supervision of an educational 
officer. 


While in hospital, the patient is visited 
by the casualty rehabilitation officer and by a social 
service worker who, by discussion with the patient 
and with knowledge of the patient's social and medical 
records, is in a position to offer guidance in the 
type of vocation that could be followed. If further 
educational or vocational training along a particular 
line is indicated, the department pays the fee and 
provides a maintenance allowance for the period 
of training. The casualty rehabilitation officer 
maintains employer contacts and follows up each 
veteran until he is rehabilitated. Suitable employ- 
ment is available for many handicapped veterans 
within the Department of Veterans Affairs. 


The facilities of the Department of Vet- 
erans Affairs in operation in Ontario as of Decem- 
ber 31, 1948, were: 

Toronto: Sunnybrook Hospital 
Christie Street Hospital 
Divadale Health& Occupational 

Centre 
York Health & Occupational 
Centre 
Lyndhurst Lodge (for para- 
plegics) 
London: Westminster Hospital 
Western Counties Veterans 
Lodge (for the rehabilitation 
of tuberculosis cases). 
Ottawa: Rideau Health and Occupa- 
tional Centre. 


Each of the Department's active treat- 
ment hospitals in Ontario has an organized program 
of physical medicine. The medical staff prescribes 
remedial physical training where necessary. This 
retraining is continued in the health and occupational 
centres, which are largely for convalescents, 


Civilian paraplegics are treated in cer- 
tain D. V. A. hospitals through arrangement with the 
Canadian Paraplegic Association. At Sunnybrook 
Hospital there is a 24-bed ward for paraplegics. 
It is considered essential that this ward be kept in 
operation for possible veteran readmissions, As 
the number of veteran patients declines, civilian 
paraplegics, screened by the Canadian Paraplegic 
Association, are admitted. 


National Employment Service - Special Placements 


Division 


The National Employment Service, es- 
tablished in 1940 under the Unemployment Insurance 
Act, is administered by the federal government, 
Local offices are maintained in 68 cities and towns 
in Ontario. Where necessary, a local office may 
staff and operate a branch one or two days a week 
for the convenience of smaller centres in its ter- 
ritory. 


The Ontario regional office in Toronto 
covers the province with the exception of the area 
from Sault Ste. Marie west; the latter being under 
the jurisdiction of the Winnipeg regional office. 
Included in the personnel is a regional director of 
special placements with an assistant for adults and 
an assistant for the youth section. 


During 1948, the service placed 3, 627 
handicapped workers in employment in the Ontario 
region. Of these, 2,303 were male and 1, 324 fe- 
male. 


Special placement units for the accom- 
modation of the handicapped worker are established 
in the Toronto, Hamilton, London and Windsor local 
offices. In each of these units, a special officer is 
responsible for the placement of male workers and 
another for the placement of female workers. 


The Toronto local office has a department 
for youth, staffed by a manager and four placement 
officers. In this department, one or more officers 
are assigned to handicapped youth. 


Recently a staff member of the special 
placements division in the Toronto office was given 
a course of training by the Canadian National Insti- 
tute for the Blind in order that he might specialize 
in assisting partially blind persons to secure em- 
ployment. He serves groups from sight-saving 
classes, defective vision cases referred from in- 
dustry, and persons with visual defect but not suf- 
ficiently handicapped for registration with the insti- 
tute. 
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Workmen's Compensation Board 


The Workmen's Compensation Board was 
established in 1915 under the provisions of the Work- 
men's Compensation Act (Ontario). Although in- 
creases in coverage and benefits have been made, 
the purpose and basic principles of the act have re- 
mained the same since its inception. The act covers 
an ever increasing number of industries which are 
classified under two schedules. At the time of this 
report there were approximately 45, 000 employers 
under Schedule 1, who were contributing to the ac- 
cident fund. They are collectively liable for treat- 
ment and awards. Under Schedule 2, the firms are 
individually liable, and are assessed only for ad- 
ministration costs, 


When a man is injured while at work he 
receives necessary medical, hospital and nursing 
care. Where there is a permanent disability, an 
award is made, based on the individual case and 
the required appliances are supplied. 


The rehabilitation section which was 
added to the act in 1924 empowered the board to 
spend up to $ 100, 000. 00 a year on "rehabilitation". 
Up to the present, not more than $7, 000. 00 a year 
has been used to cover the disbursements of the 
special rehabilitation department which is closely 
integrated with the hospitals and convalescent centre. 
Cases referred to this department are mostly those 
where there is an indication of permanent disability 
requiring retraining. 


In 1932, physiotherapy was introduced, 
and in 1938 with the addition of occupational therapy, 
a physical medicine clinic was established. 


Industrial Accidents 


The Statistical Report on Industrial Ac- 
cidents prepared by the Workmen's Compensation 
Board of Ontario for the year 1949 was the latest 
material available to the Survey Committee on this 
subject. It shows an increase in such accidents 
reported from 59, 834 in 1938 to 179, 894 in 1949, 


The wartime and postwar industrial boom 
in Ontario has naturally resulted in a large increase 
in the numbers of industrial accidents, and some 
measure of this increase is indicated in Table Ll 
below. 


It should be noted, too, that there were, 
in 1938, a total of 24, 144 employers listed under 
Schedule 1 of the Workmen's Compensation Board, 
while by 1949 this number had increased to 44, 549. 


Awards for compensation and medical 
aid during 1950 amounted to $ 16, 882, 813, including 
all payments made for claims regardless of the year 
in which the accident occurred. It is estimated by 
the Board that a further $ 8, 979, 000 will be re- 
quired in 1951 to bring outstanding and continuing 
claims to finality. 


(For further information on Workmen's 
Compensation Board activity, see Chapter II, Section 
I, of this volume of the Ontario Health Survey Report. ) 


Analysing the 166,662 total accidents, in 
1949, noted in Table L1 shows their geographic dis- 
tribution across the province by regions used through- 
out this report, (See Volume I, page 11.) 


Region 1........ 26, 221 
Region 2........ 37, 443 
Region 3........ 63, 508 
Regiontdwariicns 5, 801 
Region Oyi15 at 8, 333 
Region 6.0.0.5. 14,777 
Region 7,....... 10, 419 
Outside Ontario 160 
Total 166, 662 


Malton Rehabilitation Centre 


In 1947 a complete convalescent centre 
was opened at Malton, Ontario. The buildings at 
Malton were originally constructed for air train- 
ing purposes, later taken over by the Department 


Table Ll 


ACCIDENT CLAIMS SETTLED BY THE WORKMEN'S COMPENSATION BOARD OF ONTATIO, 
1938 to 1949 


Type of Claim 


Death 
Perm, Disability 
Temp. Disability 


Medical Aid Peete tiene eae 





240 


1946 
283 
2, 199 1, 740 
49,390 | 47, 400 


109,904 | 117, 239 
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of Veterans Affairs and converted to a temporary 
hospital. In 1947, the federal government sold the 
buildings to the Workmen's Compensation Board. 


There are 11 separate buildings situated 
on the 23.5 acres of land. The hospital and admini- 
stration building provides 100, 000 square feet of 
floor space. The wards for patient beds are on the 
ground floor and dormitories for up-patients on the 
second floor. The two clinic or treatment buildings 
have a floor space of 57, 000 square feet and the re- 
maining buildings, including stores, theatre, 3 re- 
Sidences, fire hall, maintenance and boiler house, 
39, V00 square feet. 


There are 190 employees at the centre. 
Those specially trained in rehabilitation and physical 
medicine include: 


7 doctors with orthopaedic training 
21 physiotherapists 
2U occupation therapists 
5 remedial gymnasts with additional training in 
anatomy 
4 rehabilitation officers, (including two women) 
trained in personnel work. 
14 registered nurses 
1 handicraft instructor 
2 x-ray technicians 
10 certified nursing assistants 
10 ward aides 
10 orderlies 


- 


The centre at present is equipped to 
accommodate 475 patients, including 186 in-bed 
patients. In March, 1950, there were 436 patients 
in residence. 


The average stay at Malton is 39 days. 
The period of residence varies from one or two 
weeks to six months or longer, depending on the 
nature of the injuries. 


It cost $627, 822.00 to operate Malton in 
1949. During that period 3, 014 patients were admitted 
and 3,056 discharged. Operating costs are approxi- 
mately $5.00 per day per patient. 


Each patient at the centre is treated with 
a view to restoring him to his original usefulness 
insofar as is possible in order that he may return 
to his former place of employment, The attitude of 
those entrusted with the task is that long periods 
in the hospital mean a long, difficult convalescence, 
whereas after diagnosis and surgical treatment, 
the less institutional and more individually com- 
petitive atmosphere of Malton tends to arouse the 
patient to bend every effort toward complete recovery. 
The adaptation and continuing improvement of the 
land and buildings constitutes a form of occupational 
therapy and provides a stimulating interest for those 
being brought back to a normal condition of physical 
and mental health. 


The Malton Convalescent Centre has 
attracted many visitors from other provinces and 


the United States, where similar centres are being 
planned. Particular interest has been shown in the 
ingenious devices and methods invented or developed 
at Malton for more rapid restoration of injured or 
weakened muscles, 


In addition to Malton, which admits only 
male patients, the board has a floor in the private 
pavilion of the Toronto General Hospital and the 
use of a solarium at Toronto Western Hospital. 
Outside the Toronto area, cases are taken care of 
in public or private hospitals in or near the place 
of home and employment. If specialized treatment, 
not available in the community, is required, the 
board may transfer the patient to a hospital where 
such services are provided, or to the convalescent 
centre at Malton. In all institutions where work- 
men's compensation cases are treated, the patient 
is allowed to have his family physician in attendance. 


In the past three years, 487, 148 accidents 
have been reported to the board. From the com- 
mencement of the act up to the end of 1947, 2, 382, 963 
accidents have been dealt with and $ 234, 101, 032. 88 
awarded in benefits. On an average, 675 accidents 
are reported to the board each day, and approximately 
250, 000 medical, hospital and nursing accounts are 
paid annually. 


Department of Health Poliomyelitis Program 


While poliomyelitis is more prevalent 
among children than adults, many adults have con- 
tracted the disease and have been left handicapped. 
The provincial poliomyelitis program which is out- 
lined in Section K, on Handicapping Conditions in 
Children, applies equally to adults. 


Sanatoria 


The nature of the treatment given in sana- 
toria restricts the rehabilitation program to the less 
strenuous activities. However, occupational therapy 
is found to be very beneficial in some cases. Eight 
sanatoria in the province employ occupational thera- 
pists as follows: London 9, Hamilton 5, Brantford 1, 
Weston 5, Gravenhurst 2, Kitchener 1, Ottawa 1, 
Kingston 1. 


Education 


Educational services to the handicapped 
between the ages of three and 21 years have been 
provided by the Ontario Department of Education 
since the Auxiliary Classes Act was passed in 1914. 
In 1940, habilitation units were introduced for crip- 
pled adolescents and adults. This meant that teach- 
ing and trade training could be given to the home- 
bound by visiting teachers or teachers located in 
the area. There are now 17 of these units in opera- 
tion, Following a similar pattern, in 1942, secondary 
school units for the crippled were initiated. These 
provide the homebound with secondary school in- 
struction by qualified teachers for four hours weekly. 
There are now 32 of these secondary units in opera- 
tion, 
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In the sanatoria there are classes for 
juveniles, adolecents, and adults. Patients may 
take work at any school level between grades I and 
Vil, or pursue a commercial or vocational course, 
or take correspondence courses from secondary 
school to university level. At the London, Essex 
and Muskoka sanatoria, among other things watch 
repairing is taught; at London and Hamilton sana- 
toria, radio repair; at Gravenhurst there is a class 
in printing. 


SANATORIA CLASSES FOR JUVENILES, 
ADOLESCENTS AND ADULTS 


Fort William 
Peninsula 
Hamilton 


Weston 


TOTAL 


There is provision for extending this type of class 
to general hospitals. 





HOSPITAL CLASSES FOR JUVENILES ONLY 








Toronto 
Fort William 
Hamilton 
London 

Port Arthur 


Twenty special industrial day classes 
are conducted in Hamilton and 49 in Toronto, The 
special industrial schools give both academic and 
vocational training. These special industrial classes 
are in schools where there is a wide range of equip- 
ment necessary to the teaching of diverse trades 
and arts. 







The facilities of the vocational, technical 
and commercial schools are available to handicapped 
adults who are capable and physically able to under- 
take the training or studies required. There is no 
restriction barring admission of students over 21 
years of age, and since the departmental examina- 
tions for entrance to secondary schools have been 
discontinued, applicants are admitted on their indivi- 
dual qualifications for the desired course. However, 
if the student has already had six years instruction 
in a secondary school, the local school board is 
permitted to charge for tuition, 


While no special provision has been made 


. to accommodate handicapped students, a number of 


them have taken advantage of courses which do not 
require complete physical mobility. Northern Vo- 
cational, Central Technical and Central Commerce 
in Toronto, and some of the newer schools elsewhere 
in the province, have ramps or elevators, which 
means that a greater number of classrooms are 
accessible to students who use wheel chairs, 


It has been noted by educationists that 
where there is an impediment to independent am- 
bulation, making necessary the assistance of teachers 
or fellow Students, the handicapped pupil is much less 
likely to complete his course of study. 


The universities in the province offer 
correspondence courses in arts and sciences not 
requiring laboratory experience. In some instances 
a certain amount of classroom attendance or practical 
experience is necessary, but some courses leading 
to a Bachelor of Arts degree may be obtained entirely 
by correspondence, 


Some universities conduct correspondence 
courses including such subjects as banking, account- 
ing and insurance, The universities provide the 
instruction but no certificates, diplomas or degrees 
are awarded. Each organization is authorized by 
charter to award its own designation on satisfactory 
completion of the course. 
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CHAPTER II 
NONGOVERNMENTAL REHABILITATION FACILITIES 


Canadian Paraplegic Association 


The Canadian Paraplegic Association 
was formed in 1945 as a veterans' organization. 
The immediate aim was to assist the paraplegic 
veteran to achieve the highest possible degree of 
physical and economic independence. To this end, 
the association offered suggestions to the Depart- 
ment of Veterans Affairs, and sought changes in 
treatment and pension regulations. It later became 
the goal of the association to extend to civilians the 
benefits of modern methods of physical retraining 
developed by the medical advisers to the Department 
of Veterans Affairs. 


The head office of the association is in 
Toronto. Divisional offices are maintained in Toronto, 
Montreal, Halifax, Winnipeg and Vancouver. 


‘During the war, the Department of Vet- 
erans Affairs opened a retraining centre for veteran 
paraplegics at Lyndhurst Lodge in Toronto, and 
later an arrangement was made whereby the depart- 
ment agreed to retrain civilian paraplegics. On 
March 31, 195v, the enrolment at Lyndhurst Lodge 
having become almost entirely civilian, the depart- 
ment turned the Lodge over to the association. How- 
ever, the department continues to give hospital 
treatment to civilian paraplegics referred by the 
association and veteran paraplegics are admitted 
for retraining at Lyndhurst. 


Lyndhurst Lodge has been adapted to its 
present use by the introduction of an elevator, ramps, 
and a one-story addition for male patients. The 
administration offices, dining room and gymnasium 
are on the first floor. The second floor is used 
mainly for female patients; the third floor for cleri- 
cal offices. 


The staff at Lyndhurst includes two physi- 
cal training instructors, three full-time physiothera- 
pists, and one-half time, eight nurses, one doctor 
full-time and one half-time, eleven orderlies, and 
one casualty placement officer. 


The Lodge has 39 patient beds, all fitted 
with overhanging bars. During August, 1950, 35 
patients were in residence, Asa rule, only persons 
16 years of age and over are accepted as resident 
patients. However, under extenuating circumstances, 
younger patients have been admitted, but they are 
more often treated as out-patients. The average 
stay of all patients in residence is approximately six 
months, After a patient has completed the program 
of retraining, it is often difficult and sometimes 


impossible to find suitable living quarters for him. 
This often necessitates his remaining at the Lodge 
beyond the required period. 


The cost to the civilian patient during 
his stay at Lyndhurst is $9.75 per day. About one 
half of the patients at the Lodge are pay patients, 
including those covered by workmen's compensa- 
tion. In some cases, the patient pays a portion of 
the rate, according to his means, as determined by 
the association. Under an arrangement with the 
provincial government, the province pays 50 per 
cent of treatment costs for nonpaying and partial 
paying patients, and the municpality 50 per cent 
where the association can persuade the latter to 
accept a Share of the responsibility. At the time 
of the survey owing to the failure of certain munici- 
palities to contribute, the province was carrying 
two-thirds of the treatment load. 


Since its formation in 1945, the Ontario 
division of the association has extended its services 
to about 400 paraplegics including out-patients. 


For the year 1949-50, the Ontario divi- 
sion of the association received grants of $65, 000 
from the province of Ontario, $10,000 from the city 
of Toronto. It should be explained that in the case of 
both the province and the city, accounts for treat- 
ment are submitted by the association and charged 
against the grant. Theprovincial grant did not exceed 
the amount owing to the association but in the case 
of the city of Toronto there was a credit of over 
$5, 000. 


The association receives a grant of $10,060. 
yearly from the Department of Veterans Affairs, and 
$15, OGU from the Department of Health and Welfare. 
These federal grants are for administration purposes 
only, and are apportioned among the five divisions 
of the association in Canada. 


Canadian National Institute for the Blind - Toronto 


According to information provided by the 
Canadian National Institute for the Blind, 80 per 
cent of the blind lose their sight in adult life. This 
percentage figure indicates that the major part of 
the institute's effort is directed toward the rehabili- 
tation of adults. The work done among children is 
covered in Section K of this report dealing with 
Handicapping Conditions in Children. 


Some idea of the extent of the institute's 
work for the blind in this province is given by the 
figures showing income and expenditure in Ontario 


447 


for the year ended March 31, 1949: 
Sales: Blind-made products 
and contract work 

Industrial cafeterias 
and stands;)... sue... 


$794, 490. 73 


3,489, 855. 45 


$4, 284, 346.18 


Cost of Sales: Blind-made products 
and contract work 
Industrial cafeterias 


and stands 3,309, 246. 54 
$4, 140, 400. 52 


$831, 153.98 


Surplus from above operations.... $143, 945.66 
Cost of home-teaching library, 
residences, prevention of blindness, 
employment, welfare and other 


special services $591, 123.10 


Cost of services, less profits on 
above operations............... $447, 177. 44 

Cost of services, less profits on 
above operations........... 

Income from donations, grants, etc. 


$447,177.44 


Net deficit for the year....... $48, 448. 20 


As of November 30, 1949, there were 
4,845 blind people over the age of 21 years perma- 
nently resident in Ontario, of whom 2,722 were 
males and 2,123 females. These figures are broken 
down further as follows: 











Age Group Total Male Female 
21-39 680 425 255 (M 117, S 138) 
40-64 1,706 1,038 668 (M 473, S 195) 
65-69 649 342 307 (M 247, S_ 60) 
70 and over 1, 810 917 893 (M 734, S 159) 
Totals 4,845 2,722 a, 123 


The institute operates a garment factory, 
a broom and brush factory, and a blindcraft centre 
in Toronto. It also maintains resident workshops 
at Hamilton, St. Catharines and Ottawa, and plans 
are under way for similar workshops in Windsor and 
Kitchener. 


Some of the blind have been trained for 
vocations such as piano tuning, operating of dic- 
taphones, elevators, etc. Also, a number of men 
have been trained as field secretaries to fill positions 
in the organization. There are 92 of these men on 
staff across Canada. 


Following are figures showing the num- 
ber of blind persons receiving employment and cash 
benefits in the year ended March 31, 1949. 


370 blind persons received employment 
in institute factories, operating 


398, 729. 24 


institute stands and on the staff, 
total income received .......... $517; 463.12 
179 blind persons worked in general 
industry where they were placed 
by the institute, earnings received. 
AMOUNTEG TOs ne eee a sale 302, 045. 80 
2i6 blind persons received part- 
time supervised occupational 
service, cash benefits amounted 
75, 012.07 


Cash benefits to over 700 blind asa 

result of special financial assistance, 
piano tuning orders, supplying of raw 
materials at cost and home teaching 

amounted to approximately......... 30, 000. 00 
Cash relief paid (not including relief 
in kind ato oe Pei. ee eins 55, 338. 65 


Total cash benefits... $979, 859. 64 

Funds to support the institute are raised 
by voluntary subscription in each province. In 1948, 
$200, 000. 00 was contributed in the city of Toronto 
alone. The Ontario grant through the Department 
of Education was $60, 000. 00 in 1948 and the federal 
grant was $18,000.00. The treatment and rehabili- 
tation of the war blinded is financed by the Depart- 
ment of Veterans Affairs. 


It is estimated that approximately 12 per 
cent of the blind, with adequate training, can be 
gainfully employed and in many cases they are self- 
supporting. However, to help compensate for their 
handicap and to assist those who are unemployable, 
a pension of $40 per month is provided by the federal 
and provincial governments jointly. There is a re- 
striction with the pension which limits the income 
of a single man to $720 a year (including pension), 
a married man to $1, 200. 00 per year (including pen- 
sion), and a blind man with a blind wife to $1, 300. 00 
per year (including pension). 


National Society for the Deaf and Hard-of-Hearing 


Although a national organization, this 
society is active for the most part only in Ontario, 
and as yet mainly in the Toronto area. However, it 
plans to develop its services as rapidly as possible 
in other Ontario cities and eventually throughout 
Canada. Specific services are enumerated in Section 
K, on Handicapping Conditions in Children. There- 
fore, only those which have special significance for 
adults, will be mentioned here. 


The society aims to assist individuals 
who have hearing handicaps, to become economically 
independent and to secure a happy adjustment in 
society. This entails competent medical diagnosis, 
treatment and prognosis and in many cases the pro- 
vision of hearing aids followed by special education 
and vocational guidance. An essential service of 
the society is its aid to the deaf individual in attain- 
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ing personality adjustment. Counsel is provided to 
assist in overcoming the psychological handicap of 
bewilderment and confusion which so often accompanies 
deafness. 


During the year ended March 31, 1948, 
64 deaf and 1,159 hard-of-hearing persons registered 
with the society. Added to previous registrations, 
this gives cumulative totals of 674 deaf and 3, 498 
hard-of-hearing. The society extends its services 
to both civilians and war veterans. By March 31, 
1948, there were 1,991 ex-service personnel re- 
gistered with the society. 


In its placement service, the society has 
established relations with the National Employment 
Service. During the year ending March 31, 1948, 
there were 77 deaf and 77 hard-of-hearing persons 
placed-a total of 154. The society employs a place- 
ment officer who contact, among others the grad- 
uating pupils at the Ontario School for the Deaf so 
that he may assist them to obtain employment. 


Funds for the work of the society are 
raised through private donations augmented by pro- 
vincial and federal government grants. The Ontario 
grant for the fiscal year ended March 31, 1948, 
amounted to $12,000. The federal grant, under 
the D.V.A., for the same period was $4, 472,13. 
The society's expenditures of the year amounted to 
$19,197. 04. 


The society estimates the number of 
adults in Ontario between ages 16 and 65, who re- 
quire special counsel, treatment, hearing aids and 
aid in job placement, to be 39,900. It estimates 
that there are 10, 800 people over 65 whose hearing 
disability necessitates treatment and possibly hearing 
aids. These figures are based on the 194i census 
and no allowance has been made for increase in 
population. 


Society for Crippled Civilians 


This society is primarily a service organi- 
zation for handicapped civilian adults. As such it 
operates a job-training centre and workshop where 
an average of 125 persons are employed daily. 


Material, such as discarded clothing, 
damaged or discarded furniture, stoves and other 
household equipment is collected from thousands 
of Toronto homes and used for practical training 
purposes. The repaired or manufactured items 
are then sold through the society's three retail stores. 


In addition to those employed at the work- 
shop, the society has an enrolment of 400 homebound 
for whom it provides training, sales outlet and con- 
tract work, such as stringing tags, assembling toys, 
typing, etc. The goods are handled on an assignment 
basis free of charge, the full amount of the sale 
price being remitted to the workers. 


Officials of the society state that they are 
unable to take care of all the applicants referred to 


them by clergymen, church and community groups, 
and social and government agencies. To do so, 
would necessitate doubling their present capacity. 
There is a record of over 200 handicapped from 
points outside the city of Toronto, having received 
help and job training. The society feels, however, 
that in view of the fact that the only assistance given 
them has come from the Community Chest and a 
grant to their building fund from the city of Toronto, 
it is only natural that the city should expect the need 
for training city applicants be satisfied first. 


Since the training centre was established 
in 1938, the society has assisted over 6,000 handi- 
capped persons, and has paid out almost $ 500,000.00 
in wages. In 1948, wages paid to handicapped workers 
totalled $101,942.27. The average wage paid to 93 
handicapped civilians in 1945 was $615.22; the aver- 
age wage paid to 125 in 1948 was $815. 58. 


The society, as a service organization 
giving job-training assistance to the homebound in 
supplying equipment in many cases to those who 
require it, cannot compete with the high wages paid 
in regular industry. It does, however, give first 
consideration to the health of the employees. Meals 
are served below cost in the cafeteria, and during 
the 15-minute rest periods morning and afternoon 
free tea and coffee are served. 


The policy of the society is to encourage 
those who have received training to get employment 
outside of the workshop, and they are directed to 
the most likely sources. This works to the financial 
betterment of the individual and allows the society 
to extend its job-training services to a greater num- 
ber of handicapped. 


The society's budget for 1950 is $150,000, 
but it is expected that operating costs will amount 
to $200,000. The Community Chest will provide 
$ 29, 000. 


Ottawa Neighborhood Services 


Recently an attempt has been made to set - 
up a training centre for disabled civilians in Ottawa. 
Handicapped persons are referred to the centre by 
other welfare organizations, which must be prepared 
to furnish case histories and make arrangements for 
medical, psychological, interest aptitude, and vo- 
cational tests required by the centre. This enables 
the centre to make an appraisal of the applicant's 
ability before he is placed in training. 


There is a growing department at the 
centre devoted to the homebound. Handicrafts are 
taught be volunteer workers. 


The Amity Rehabilitation Centre of Hamilton 


The Amity Association was formed in 
1932 for the purposes of distributing used and re- 
paired clothing to the unemployed. Since that time, 
it has developed a rehabilitation centre for the handi- 


capped. 
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The association has a three-story brick 
building which provides 36, 000 square feet of floor 
space for workshops and two salesrooms. In addition 
the association operates a branch retail store. 


The workshop has several departments, 
where the handicapped are instructed in switchboard 
operating, radio repair, electrical work, shoe re- 
pair, furniture refinishing, upholstering, dress- 
making, etc. The shops not only repair and re- 
finish goods for their own salesrooms, but they also 
accept orders from the public. The centre provides 
employment for from 40 to 60 handicapped persons. 
In addition, there is an office and store staff of nine, 
full time, and 15 truck drivers. 


During 1949, the total disbursements of 
the association amounted to $72,000 of which 
$35,000 was paid in wages to those engaged in the 
workshops. 


The association does not participate in 
the receipts of the Community Chest, nor has the 
city given financial assistance. The centre is sup- 
ported by donations, and receipts from the sales- 
rooms. 
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Occupational Therapy Centres. 


In Section K on Handicapping Conditions 
in Children, four occupational therapy centres, 
located in Toronto, Hamilton, Windsor and Brant- 
ford, are described. 


The centres at Windsor and Brantford 
are sponsored by the local chapters of the Ontario 
Division of the Canadian Red Cross Society. The 
professional staffs give treatments at the local general 
hospitals. 


At the Toronto Centre, about one half of the 
patients are adults. Including home visits, the number 
treated per month is approximately 100, and 50 per 
cent of these patients are private cases. 


Cases referred to the centre include 
patients discharged from sanatoria, Toronto Psy- 
chiatric Hospital and Toronto General Hospital, 
as well as cases referred by the welfare department 
of the city of Toronto. 
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ONTARIO 
PARLIAMENT BUILDINGS, TORONTO 


Message oe the Honourable, the Minister of Health for Ontario, 
Mackinnon Phillips, M.D., CM. 
This copy of the Report of the Ontario Health Survey Committee is sent to you with 
the compliments of the Committee and the Ontario Department of Health. It is a complete 
report of health conditions as they existed in the Province in 1948. 


However, much has transpired since then, and the Government of the Province of Ontario 
has done much and will continue to do its best to complete implementation of the Report's 
recommendations. 


For example, this Report stated that an additional 10,249 general hospital beds should 
be the goal for 1954. Well, 6,100 have been completed and an additional 5,600 are either under 
construction or planned. Further, accommodation for more than 2,800 beds for chronic and con- 
valescent patients has been added or approved. This makes a grand total of 14,500 beds. In 
addition, nurse recruitment has been aided by provision of government grants for the construction 
of modern accommodation for more than 2,800 nurses! beds. 


In the field of mental health, a plan has been developed whereby general hospitals are 
encouraged to provide psychiatric units where both out-patient and in-patient treatment can 
be given. Government grants of $8,500 per bed are available for this plan, the purpose of 
which is to treat and cure mental illness at its onset, and also to relieve pressure on accomm- 
odation in regular Ontario (Mental) Hospitals. 


At the time of writing, 311 of these psychiatric beds had been added or approved while 
provision had been made for nine detention ward beds. 


Accommodation in the regular Ontario (Mental) Hospitals has been, and is being, increased. 
Six hundred more beds will be available at Brockville this year, while the Ontario Hospital | 
School at Smith's Falls is gradually nearing completion. More than 1,000 beds are now occupied, 
while accommodation for another 1,000 will become available during the next 18 months. A new 
hospital is nearing completion at Port Arthur, while construction of a new 1,200-bed hospital 
will start this year at North Bay. 
-more- 
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Additions to present accommodation is being built or is planned for London, Hamilton, 
Kingston and Toronto, while a new 250-bed psychiatric hospital is also planned for Toronto. 


As for tuberculosis, treatment facilities appear to be adequate, with more than 5,200 
beds available. A new 155-bed sanatorium in Sudbury was built in 1952 with the aid of 
$450,000 from the Provincial Government. 


All persons attending x-ray surveys conducted by the Department of Health are now 
being x-rayed free of charge. A 30-cent fee formerly was paid on behalf of each patient 
by the local voluntary agency, but the Government cancelled this charge. 


In 1953 the Ontario death rate from tuberculosis was 6.5 per 100,000 population, an 
all-time low, and the lowest among all Canadian provinces. The death rate has dropped 
70 per cent in the past 10 years, and the decline in incidence of new cases in the same 
period was 13 per cent. During the same time, Ontario's population increased approximately 
21 per cent. 


A new feature of the fight against spread of tuberculous infection is the hospital 
admission x-ray program. During 1953 approximately 325,000 patients were x-rayed upon 
admission to general and public hospitals. 


The appropriation of money for the construction of an Ontario Institute of Radio- 
therapy in Toronto which will, when completed, cost between five and six millions shows 
determination on the part of the Government to help the fight against cancer. 


These are only a few instances of the efforts being made by the Ontario Government, 
through its Department of Health and its Department of Public Works, to carry out 
suggestions in the Health Survey Report and its own ideas as to how the health of the 
people of the Province can best be cared for. 
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